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PBEFACE 

In publishing these Lectures I must thank those of 
my colleagues who have kindly permitted me to make 
use of cases under their care, and express my obligation 
to my friend, Dr. Poynton, for much valuable assist- 
ance in many ways, and more particularly in the pre- 
paration of specimens in illustration of the subject, for 
which I am largely indebted to him. 

19 PoRTMAN Street, London, W. 
May 1900. 
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LECTUEE I 

Introduotory remftrk a— Object of the lectures^Diseases of the Uver— 
Diiiiculties which Attend their inveatig^ation — The three chief forma 
of cirrhosis — Atrophic, hjpertrophic, syphilitic— Cardiac cirrhosis — - 
Uiideterniined questions — Factors in causation — Atrophic cir- 
rhosis— Enlargement in the early fitago — Asoites^Jaundiee — Yia- 
bOity — Character of the fibrosis — AsBociation with Bright'a dis- 
ease — Hypertrophic cirrhoBis^Cbaracter of the fibrosis^Incidence 
of jaundice— Ascites in the hypertrophic form— Pain and pyrexia 
— Typhoid state — Clironic course^Hanot^s biUaiy cirrhosis nul^ 
repreaeatative — Syphilitic cirrhoaia— Cbaracter of the fibrosis — 
Perihepatitifi a marked feature^The cirrhosis of congenital syphilis. 

Me. President and Gentlemen, — When I was 
invited to give these lectures I felt very senBible of 
the honour conferred upon me. As soon, however, 
as the glamour of the situation moderated, and the 
prospect cleared, I realised how difficult it would be 
worthily to fulfil the duty laid upon me, I called tt> 
mind the ox and the charger in the fable — 'optat 
ephippia bos piger, opt at arare cahallus/ 

I reflected, however, that there is always something 
of valne to be learned from the honest observer, and 

B 
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in this belief I venture to offer to you some results of 
iny clinical experience. 

In these later times that important organ the liver 
has, I think, hardly received the attention which it 
deserves. 

The rapid development of our knowledge of the 
nervous system and its diseases has largely absorbed 
the interest of clinical observers ; and the apotheosis of 
the bacterium and the bacillus have cauaed those 
organs which do not favour their exploitation to be 
somewhat neglected. 

The heart indeed has held its own. It has a natural 
attractiveness — even fascination — for the clinical ob- 
server. The mechanism is well understood, the con- 
dition of its machinery ascertained with comparative 
ease and precision by various simple means. 

The lungs also in like maimer are open to physical 
examination, and are moreover the favourite haunt of 
micro-organisms ; they also retain their position of 
clinical interest ; while the kidneys, although hidden 
away from direct physical examination, furnish a means 
of testing their condition through the secretion of urine, 
which secures their hold upon medical investigation. 

The great composite gland the liver, however, is 
less readily dealt with. Not only are its functions 
more complex and varied than those of any other ab- 
dominal organ, but it is a still and silent worker, 
doing its office noiselessly and without movement. 

There is no portion of the digestive machinery 
whose integrity is more important to nutrition ; none 
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in which sUght disturbances are more common, or more 
productive of discomfort and impaired health ; and yet 
there is no one of the viscera whose aberrations of func- 
tion are less accurately and scientifically ascertained. 

The physical condition of the liver can only be 
examined during life by the sense of touch, showing 
its size, contour, and consistence, aided in minor degree 
by auscultation and percussion. The state of its com- 
plex functions can only be infen^ed — and that imperfectly 
— by the effects of their disorder upon other organs. 

The difiiciUties w^hich beset the investigation of 
condition of the liver and its functions during life 
have prevented full knowledge being gained on certain 
points in its pathology, and the clinical history of its 
diseases has remained in many respects imsettled. 

Much excellent work has been done by many 
physicians during the last twenty years, but much 
remains to be done. 

Amongst undetermined questions with regard to dis- 
orders of the liver — questions which still remain t3ie 
subject of discussion, and about which opinion is not 
yet finally formed— are some relating to the cirrhoses ; 
and it will be my endeavour in these lectures to throw 
light upon certain of the obscurities which still beset 
this group of hepatic affections. 

During the last sixteen years, the period for which 
my attention has been specially directed to this subject 
of hepatic cirrhoses, a seiies of cases have come under 
my observation which have not corresponded strictly 
or satisfactorily in clinical or pathological characters 
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with the description of the disease in its different 
forms as set forth by authority. I believe tliat the 
views generally regarded as established require 
modification and expansion. 

The tines laid down are altogether too absohite 
and too rigid. The conclusions drawn at first, and 
accepted with Httle or no question, are necessarily 
built upon imperfect knowledge, and require revision 
from time to time as experience grows. 

The clinical picture of cirrhosis, for example, 
gloomy as is the reahty in many respects, has been 
painted in more melancholy colours than is altogether 
warranted by facts. 

The interest in the disease has centred in the post- 
mortem room rather than at the bedside; and the 
revelations of the former have overshadowed the 
brighter possibilities which are sometimes indicated 
1\V the latljsr. In passing judgment upon the disease all 
forma of it have commonly been vaguely run together, 
under the general term cirrhosis^ and the last stage of 
the most fatal condition has been regarded as repre- 
sentative : the remediable and the irremediable have 
been confused together in one stereotyped picture of 
unalterable disease ; and this absolutely unfavourable 
verdict has» I think, been largely influenced by the 
disastrous results of mistaken treatment. 

Cirrhosis of the liver occurs in various forms and in 
different degrees. It does not, as some would appear to 
conceive, arise suddenly, fully developed, in the extreme 
form of the final stage of atrophic degeneration. 
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There are cirrhoses and cirrhoaes, and each has its 
successive stages of development. Cirrhosis is no doubt 
a subtle and secret malady ; as a rule its existence is 
not suspected until it has reached such degree that 
grave symptoms have arisen to dravp attention to its 
presence. 

But disease does not always proceed upon the lines 
laid down for it ; is not always rigidly cut to pattern, 
bound by routine and red tape ; it is occasionally un- 
orthodox ; and cirrhosis now and again betrays itself 
at an earlier period of its course than the final stage 
prescribed for its disclosure. Symptoms such as 
ascites may anticipate the ordinary term and give 
opportunity for remedial treatment, so that in 
comparatively favourable, although infrequent, cases 
the patient may recover for a time of varying length 
— months or even years— and be afforded a respite of 
appreciable value. 

It is my purpose to deal mainly with the three chief 
forms of cirrhosis, and those with which ascites in its 
most pronounced and characteristic form is especially 
associated. It is on those distinguished as atrophic 
cirrkosiSf hypertrophic cirrhosis, syphilitic cirrhosiSy 
that the main interest of the subject centres. 

Before proceeding further, however, it will be well 
to clear the ground by putting aside certain minor 
forms which lie outside the strict lines of the preseBt 
inquiry. Amongst these are those conditions of 
fibrosis which are due to the obstruction of venous 
escape from the hepatic vein — as in mediastinal 
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tiunours, mediastinitis— or associated with general 
dropsy in mitral and tricuspid disease of the heart. 
The hepatic fibrosis which is set up by the chronic 
venous congestion of this kind is, as a rule, a slight 
cirrhosis only, not usually sufficient in itself to 
interfere naaterially with nutrition, or to cause such 
serious portal obstruction as to give rise to abdominal 
dropsy* The peritoneal effusion is not great, and 
forms merely a part, as it were, of the general dropsy 
which follows the damming back of blood in the 
Bystemic venous system- 
Yet in some instances of this congestive cirrhosis 
we meet with an ascites as a distinct feature which is 
out of aU proportion to the effusion elsewhere ; not 
merely a part of general dropsy, but a special effusion 
into the peritoneal cavity : a true ascites, due to added 
difficulty in the portal area ; the systemic obstruction, 
insufficient alone to produce a general dropsy, 
reinforced by the hepatic obstruction, causes 
peritoneal dropsy. I wish to draw attention to this 
because it has, I think, an impoirtant bearing upon 
certain cases of hypertrophic cirrhosis of which I have 
to speak later. The condition of pure cardiac cirrhosis 
considerable enough to produce ascites is shown in the 
drawings given at pp. 103 and 104 (Plates X. and XI.), 
from a case under the care of Dr. Penrose, to whom I 
am indebted for permission to make use of it. 

The great trio of representative hepatic fibroses 
which have been distinguished as atrophic cirrkosis, 
hypertrophic cirrhosis, syphilitic cirrhosis, all marked 
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by the iBcreased formiLtion of fibrous tissue in tlie 
structure of the livery in their perfect type differ in 
cUnical character, course, and pathological anatoni}' 
each from the other. 

Although these things are familiar to all you will 
pardon me perhaps if, for the sake of greater cleamesH, 
I enumerate briefly the special characters which have 
been generally regarded as distinctive of each of the 
three cirrhoses. 

THE THREE CHIEF CIBEHOSES 

1. In atrophic cirrhosis the fibrous invasion is de- 
scribed as spreading along the main branches of the 
interstitial tree, embracing groups of lobules and com- 
pressing them, and thus causing atrophy and destruc- 
tion of cells. 

The new fibrous growth between the inclosed 
groups of lobules contracts, and drawing in the sur- 
face at these points causes hobnailing of the surface 
and shrinkage of the whole organ, so that it is smaller 
than normal, decreased in weight, tough, and hard. 

Amongst the clinical features which are laid down 
as characteristic of atrophic cirrhosis, as contrasted 
with other forms, are signs of portal obstruction, 
evidenced by the frequency of ascites, and the occm*- 
reiice of h^t^morrhage from the stomach and bowels ; the 
rarity of jaundice ; the short course of the disease after 
it can be recognised ; its ioevitable fatality ; and that it 
is almost invariably set up by chronic alcoholic irrita- 
tion — atrophic multilobular cirrhosis j or hobnail liver. 
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2. In the second form of cirrhosis, the hypertrophic 
fomij described by Hanot as ' biliary cirrhosis/ the 
liver condition is stated to be characterised by increase 
in size and weight : the fibrosis which invades the 
interstitial tree affects the smaller twigs rather than 
the main branches, embracing single lobules, and even 
single cells, instead of groups of lobules ; accompanied, 
moreover, by a curious development of biliary canali- 
cuh at the periphery of the lobule, due either to the 
formation of new ductules there, or to the exposure of 
existing ones by denudation through the destri^ction 
id hepatic cells. In this form the liver is greatly 
enlarged : it is hard, smooth of surface, or only 
slightly granular — kypertroj^hic monolobidar biliarij 
cirrkosis. 

The clinical aspect of hypertrophic cirrhosis as laid 
down by authority is characterised by features which 
contrast sharply with those of the atrophic form. 

Ascites is described as entirely absent, or, if present, 
so slight as to be comparatively unimportant ; while 
jaundice, on the contrary, is said to be an almost in- 
variable symptom, and often intense and persistent. 
Intermittent attacks of pain and pyrexia ; enlargement 
ill the spleen ; and a liability to the supervention of 
acute symptoms, such as severe dehrium, heemorrhages, 
coma, and a chronic course of some years are other signs 
which distinguish hypertrophic cirrhosis. 

Its cause is involved in obscurity ; a doubtful factor, 
in some circumstances supposed to be malarial, in some 
alcoholic, in some obstruction to ducts, is credited with 
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setting up inflanimation of the biliary canaliculi, whicli 
is regarded as the starting-point of the pathological 
change. 

3. The third variety of cirrhosis — the syphilitic^is 
described aa characterised by the presence of broad 
bands of fibrous tissue, separating isolated masses 
of liver tissues and causing destruction of hepatic 
cells. 

The organ is often much deformed by the gradual con- 
traction of these several fibrons bands, giving it a lobu- 
lated appearance^ its surface marked by rounded bosses^ 
often scarred and furrowed, or only slightly uneven. 
Gummata may also be present in various stages. 

A hard liver ; usually enlarged ; sometimes con- 
tracted, v^rith uneven, bossed, or slightly irregular 
surface. 

The clinical features of this kind of cirrhosis closely 
resemble one or other of the preceding forms — in the 
early stage of enlargement the hypertrophic, in the later 
either the h}^ertrophic or atrophic alcoholic form» In 
one case jaundice, no ascites ; in another both ; in a 
third neither, but, as a rule, when advanced, ascites 
and perihepatitis. 

There is another form of sj^hilitic cirrhosis de- 
scribed as chiefly limited to the hereditary syphilis of 
cbildhood^ — a diffuse fibrosis — characterised microscopi- 
cally by its immature partly cellular character pene- 
trating the lobules, and even between the cells. This 
is shown in Plate VII, {a), given at page 45. 

The liver is greatly enlarged ; clinically jaundice, 
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on the other hand, is jaundice rare in atrophic cirrhosis ? 
^ — almost inYariable in the hypertrophic form ? 

Are the microscopic characters of monolobular 
cirrhosis, with hyperplasia of the bile-ducts, as described 
in the biliary hypertrophic cirrhosis of Hanot and 
Charcot, found only in cases which correspond to that 
cHnical type ? Or are they met with in both atrophic 
and hypertrophic cirrhosis of alcohohc origin ? 

The part played by alcohol, syphilis, and malaria in 
causation and their connection with special types of 
affection ; the incidence and significance of perihepa- 
titis ; the cnrabiHty of ascites ; the efficacy of para- 
centesis, or its Tiselessness, in the treatment of it ; 
the possibility, not of cm:ing cirrhosis, but of prolong- 
ing the Hfe of the cirrhotic patient by this and other 
means; the conditions under w^hich the course of 
cirrhosis can be favourably influenced in this way, are 
other points about which there is a lack of general 
agreement. 

It is to some of these questions that I shall 
endeavour to find an answer. 



ATBOPKIO CIREHOSIS : FACTORS IN CAUSATION 

Atrophic cirrhosis of the contracted hobnailed liver 
would appear to be almost invariably of alcoholic origin. 
It is said that malaria sometimes plays a part in its pro- 
duction, but the evidence of this is by no means codcIu- 
sive. I have met w^th no instance of the kind ; yet it 
is not intrinsically improbable that a disease like mal- 
arial fever, which sets up such marked fibrosis of the 
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Spleen, should also set up an analogous fibrosis of the 
liver. In those cases attributed to malarious influences, 
however, when the cirrhosis is of the contracted hob- 
nailed variety, it is probable that alcohol, an agent by 
no means inactive in malarial districts, is largely con- 
cerned in its production. 

THE QUESTION OF ENLARGEMENT IN THE EABLY 
STAGE OP ATROPHIC GIHBHOSIS 

Another question which has been much debated is, 
' Is the liver enlarged in the early stage o£ atrophic 
cirrhosis ? ' Is it first hypertrophied, and subsequently 
diminished in size as fibrotic contraction proceeds? 
The older writers generally held that this was so occa- 
sionally, but that it was exceptional. Murchison * 
expressed the opinion that it was a matter for further 
investigation whether, if a patient with enlarged liver 
survived long enough, the enlargement would be fol- 
lowed by cirrhotic contraction. 

In one case reported by him in which the liver was 
greatly enlarged from cirrhosis attributed to alcohol 
and malaria, the organ was found to be of its natural 
size three years later. 

The patient was treated with mercury, however, 
and it is doubtful if the condition w^as one of simple 
alcoholic cirrhosis. The patient got well and the 
decrease of size ceased at the normal level. 

Instances have been recorded by Dr. Frederick 

^ Dis. 0/ Liver, 2Dd ed, p. 140. 



ATROPHIC AND HYPERTROPHIC FORMS DISTINCT 13 



Taylor * and others in which the greatly enlarged liver 
of alcoholic cirrhosis has been observ^ed to undergo 
contraction, I have watched a number of these cases 
of cirrhosis vrith enlargement for considerable periods — 
one for nearly thirteen years, one for eight years, one 
for two years. In the first there has been some slight 
decrease in size, but great enlargement is a characteristic 
feature still, and in no case have I observed the condition 
change from an enlarged to a smaO contracted liver, 

I think, however, that there is a stage of engorge- 
ment and congestive swelling in the atrophic cases 
before fibrotic contraction is fairly in process. 

We are all of us familiar with the enlarged liver of 
the drinker, who has not developed any symptoms of 
actual cirrhosis. This, however, is quite distinct from 
the large hard liver of hypertrophic cirrhosis, which 
does not merge into the atrophic form. Such contrac- 
tion as that described in Dr. Tkylor's case must at 
least be extremely rare. The hypertrophied liver does 
not represent the early stage of the contracted form. 
The microscopic characters alone negative this — ^in the 
one the fibrosis multilobular almost invariably, in tlie 
other monolobular or a combination of the two. 
Hanot, indeed, recognised that hypertrophic cirrhosis of 
alcoholic origin was not merely an early stage of the 
atrophic cirrhosis of Laennec.^ 

The error of regarding the hypertrophic and atro- 
phic condition as different stages of the same thing has 

' Guy's Hoapiial Heports^ 1888, voL xW. p. 310. 

* Hanot and Gilbert, BulL Soc. Mid, des Hdjpitaux^ 189€» Tt>l. elivi. 



PLATE I 

SIMPLE PERILOBULAR ATROPHIC CIRRHOSIS OP THE LIVER, 
WITH MUCH FATTY CHANGE, DUE TO ALCOHOLISM 

The patient, J. K., aged 54, had been a heavy drinker. He 
was admitted for ascites, and was tapped three times. Finally 
he became delirious, and died after a terminal hsematemesis. 

Post-mortem, 
The liver weighed 41 oz. and was extremely hobnailed. 
The spleen weighed 15 oz. 

The pancreas and kidneys showed some fibrosis. 
The heart was fatty. There was no chronic peritonitis. 

Explanation of the Plate, 

A. Coarse cirrhosis. 

B. Liver lobule. 

C. Fatty change. 

Fixative, Herrmann's fluid (osmio). 
Stain, Safranin. 



Plate I. 
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probably arisen from its being observed tbat in some 
eases the liver was large, in others small ; and since a 
permanent hypertrophy was supposed to be limited 
to Hanoi's biliary form, the inference was too hastily 
draw^n that in alcoholic cirrhosis the large and small 
were connected, and merely different stages of the same 
affection. They are distinct varieties, rather than 
different stages of alcoholic cirrhosis^ 



ASCITES IN ATEOPHIC CIRBHOSIS : ITS SIGNIFICANCE. 
VIABILITY IK ATROPHIC CIBRHQSIS 

In the next place, is the occurrence of ascites a 
special feature of atrophic cirrhosis, and practically 
limited to the final stage of it ? And is it as rare in the 
hypertrophic form as it is common in the atrophic ? 

There can be no doubt as to the frequency of ascites 
in atrophic cirrhosis. In twenty-three consecutive 
cases of fatal cirrhosis at St, Mary*s, in which the 
liver was small (under 60 oz.), ascites was present 
in seventeen, absent in six only. 

Nor can there be any question of its grave signifi- 
cance in the majority of cases. It indicates^ generally, 
that the disease has progressed towards its end ; that 
the collateral circulation established has become inade- 
quate to the full relief of the obstructed portal circula- 
tion ; and that the destruction of liver tissue, advancing 
usually pari passu, has reached the limit of viability. 

As a rule, but by no means invariablyi the patient has 
only a few months to live; now and again, however, 
the months are extended to a year or two. As a matter 
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of fact, the supervention of marked jaundice in atrophic 
cirrhosia is of more immediately fatal augury than the 
appearance of ascites. There are, however, cases of atro- 
phic cirrhosis in which ascites supervenes before the final 
stage, when sufficient glandular structure still remains 
intact, and fuoctionally effective, to carry on life ; and 
the obstruction to the portal system is not yet so great 
as to be past compensation by collateral channels, so 
that partial recovery may take place for a time. 

The stage of the liver change at which such sur- 
vival for a time, after the advent of ascites, is possible, 
is illustrated by the case of a woman (S. D.) admitted 
to St. Mary's for hsematemesis and ascites in October 
1891. Bhe was a confirmed spirit drinker. She was 
tapped three times at intervals, and recovered her 
general health sufficiently to return to her usual home 
life, but came into hospital more than a year later 
with acute bronchitis, of which she died. 

Post mortem, the hver was found to be moderately 
hobnailed, small, but microscopically a large portion of 
liver tissue, calculated at about one-half, was found to 
be normal, and presumably effective. Her condition, 
although vulnerable, had been still \dable, under favour- 
able circumstances. 

J might adduce a number of other examples, which 
show in like manner that the occurrence of ascites in 
ati'opbic cirrhosis is not always such sentence of 
immediate death as is commonly inferred. This evi- 
dence will, however, be brought forward more appro- 
priately when I come to speak of prognosis. 
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THE OCCUREENCE OF JAUNDICE IN ATROPHIC 
CIRRHOSIS 

In the standard descriptions of the aymptoins per- 
taining to atrophic cirrhosis a point is made of the fact 
that although a shght icteric tint may be present marked 
jaundice is conspicuously absent, as compared with its 
almost invariable presence in the hypertrophic form. 

Here, again, we have been misled by the asBumption 
that hypertrophic cirrhosis usually corresponds with 
Hauot's special biliary form. 

The matter is of no great moment, but no such 
hard-and-fast line as to the occurrence of jaundice can 
be drawn. Jaundice of a marked character is not 
consistently absent in the small liver of alcoholism, 
and on the other hand it is by no meann constantly 
present in the hypertrophic form, Murchison ^ ob- 
served that, although decided jaundice is rarely met 
with in atrophic cirrhosis in the early stage, it may 
occur in advanced stages, and is then an ominous 
symptom. Dr. Fox well, ^ as the result of his investiga- 
tion of sixty-seven cases, concludes that jaundice and 
cerebral symptoms are as common when the liver is 
small as when it is large. In the fifty-three fatal cases 
of cirrhosis of all kinds at St. Mary's during the last 
ten years I find eight in which marked jaundice was 
observed. In four of these cases the liver was small, 
and in four enlarged. 

The distinction between the two forms with regard 

^ Dis. of Liver, 2nd ed. p. 128. 

* Birtningham Med. Eei^iew, vol. i, 1896. 

C 
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to the occurrence of jaundice should be, that whilst it 
is met with pretty equally in both forms it occurs at 
an earlier stage in the hypertrophic than in the 
atrophic condition, in which latter it is often indicative 
of the approach of a fatal termination. 



CHARACTER OF THE FIBROSIS IN 
ATROPHIC CIRRHOSIS 

Another question of some interest in connection with 
atrophic cirrhosis is whether the fibroBis is always of 
the coarse multilobular kind, affecting the main 
branches of the interstitial tree, or whether the finer 
interlobular variety, which is undoubtedly most cha- 
racteristic of the hypertrophic form, is found in the small 
contracted liver also. In the fifty-three cases adduced 
before, the liver was examined microscopically in 
eighteen. In one only of the distinctly contracted 
speciinens was the fibrosis diffuse, in the rest coarse and 
multilobular. In a few instances a small amount of 
finer fibrosis was found invading the lobules. 

THE ASSOCIATION OF ATROPHIC CIRRHOSIS AND 
BRIGHT*S DISEASE 

A certain amount of interstitial change is found 
in the kidueys in a large proportion of cases (about 
one half) of alcoholic cirrhosis. In most instances 
it is not extreme, and this fibrosis of the kidney is to 
he regarded as a result of alcoholism, just as is the 
fibrosis of the hver, the kidney being affected usually 
in minor degree. In some cases the interstitial 
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nephritis is advanced, and, associated with the Blight's 
disease, a special form of cirrhotic atrophy is occasion- 
ally found which has been more particularly described 
by Dr. Fagge and Dr- Hale White. In this the liver 
is extremely contracted, its substance atrophiedj but 
the connective tissue is not always greatly increased. 
The capsule is much thickened, and there is also 
extensive perihepatitis, associated adhesive peritonitis, 
and ascites which is attributed chiefly to the peri- 
hepatitis and chronic peritonitis. 

This condition of perihepatitis and chronic peri- 
tonitis is well exemplified by a case that was under my 
care in 1896. 

M. H., a woman of fifty, had been a patient at 
intervals for the previous twelve months for ascites, 
and had been tapped nine times. The last operation 
proved fatal owing to septic peritonitis. The stomach 
and intestines were thickened and adherent from old 
peritoneal inflammation, of which the hepatic region 
was the chief centre. The liver was small, surrounded 
by a thick false membrane, moderately cirrhosed, weigh-: 
ing 40 oz. The kidneys were extremely granular. 

This same condition of perihepatitis and dry peri- 
tonitis with adhesions occurs, however, in atrophic cir- 
rhosis apart from Bright' s disease. In one case (that of 
J. T., December 2, 1898, who was tapped eleven times) 
perihepatitis, chronic peritoneal adhesions, perisplenitis, 
thickening of the intestines, were found in conjunction 
wnth advanced cirrhosis^ the liver weighing only 33 02.| 
but the kidneys were normal. 

c2 
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In another still more extreme case under my care 
^that of a woman of 39 (E. M.), a confirmed gin 
drinker — this condition of perihepatitis and associated 
adhesive peritonitis was equally marked. She was 
admitted first in July 1893 for ascites and peripheral 
neuritis, tapped twice, and discharged relieved ; ad- 
mitted again six months later, for the same trouble, 
again tapped twice, and discharged relieved ; admitted 
a third time one year later and again tapped. On this 
occasion, however, suppurative peritonitis followed, 
apparently from fouling of the drainage tube, which 
was accidentally displaced during the process, and 
the case ended fataUy. Post-mortem examination 
revealed extreme perihepatitis, with thickening and 
adhesion of adjacent intestines, advanced cirrhosis of 
the liver, which was typically hobnailed and weighed 
only 18 oz. The kidneys were not affected. 

In the fifty-three cases mentioned there are fifteen 
in which extensive perihepatitis is recorded, usually 
with extension of peritonitis to neighbouring structures, 
and adhesions, notably of the diaphragm, stomach, and 
transverse colon. 

Of these fifteen four were syphihtic ; in one of 
these parenchymatous nephritis was present, in the 
remaining three the kidneys were normal. Of the 
eleven others in four the kidneys were more or les8 
granular, in three enlarged, and in four normal. 

In twenty-two cases the perihepatitis was slight or 
not recorded. 

In four cases there was acute peritonitis. Of these 
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the kidneys were fibrosed in three, in one (which was 
Byphilitic) there was cloudy swelling. 

In five cases of the fifty-three there was some 
chronic peritonitis other than perihepatitis. Of these 
in one the kidneys were granular, in two large and 
tough, and io two not affected. 

In six of the last cases examined, in which the 
condition was specially noted, there was no peritonitis. 
In five of these the kidneys were cirrhotic, in one 
congested only. 

Since, therefore, in those eases of cirrhosis with ex- 
tensive perihepatitis and adhesive peritonitis of neigh- 
bouring stmctures the kidneys are not constantly 
affected, and on the other hand when the kidneys are 
granular there may be no peritonitis, there is no neces- 
sary dependence of one upon the other, and the 
presumption is that the cirrhosis, perihepatitis, and 
Bright's disease are probably due to the same cause — 
chronic alcoholic poisoning. 

As I shall show later, the most marked instances of 
perihepatitis and related peritonitis which I have seen 
have been in connection with syphilitic cirrhosis, in 
which connection Murchison also observed it. 



HYPERTEOPHIC CIRRHOSIS 

The first question which arises with respect to 
cirrhosis with enlargement of the liver is whether the 
affection described by Hanot and Charcot as a biliary 
cirrhosis of uncertain origin is to be accepted as the 
representative form of hypertrophic cirrhosis ; or if it 
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exists even as a separate entity, or is merely a modified 
form of alcoholic cirrhosis. 

It will be remembered that hypertrophic cirrhosis 
is described as having a special morbid anatomy and a 
distinct clinical history and course, which give it a 
marked individuality of its own. 

I think we have been unduly biassed by the classical 
de scrip tion of Hanot, as we were formerly by Laennec's 
dtjscription of the atrophic form, and have had no eyes 
to see obvious facts. Just as deference to Laennec's 
authority led to the too ready assumption that an en- 
larged fibrosed liver must be an early stage of the atro- 
phic form, so when the existence of a distinct hyper- 
trophic condition, always hypertrophic and of special 
character, was demonstrated, it was assumed that 
■every cirrhosis with enlargement must conform to this 
sj^ecial vu,iie%y. 

It is surprising how a definite observation of this 
kind, stated with authority, holds sway, and its general 
application remains imquestioned, as all comprehensive, 
without further examination or inquiry. 

Subsequent research, however, has proved that many 
of the features which were considered to be distinctive 
of the so-called biliary cirrhosis are not peculiar to 
that exact type, but occur also in cirrhoses which in 
other points do not conform to Hanot's description. 
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THE CHARACTER OF THB FIBROSIS 

TbuSj for example, there is now no question that 
a fine fibroBis, monolobular or intralobular in arrange- 
ment, occurs in conjunction with hypertrophy of the 
liver in cirrhosis due to alcohol ; and this diffuse 
fibrosis appears also to be met with in the cirrhosis 
attributed to malaria, which is usually h3Tpertrophic.* 
It is also established, I tliink without question, that the 
appearance of hyperplasia of bile ducts in the highly 
nucleated tissue between the lobules is not met with 
in cirrhosis w^ith the clinical characters of Hanot's 
form alone. 

Dr* Saundby^ has shown that this appearance of 
new canalicuii occurs in cases of ordinary cirrhosis, 
and also that it is not always present in any marked 
degree in cases presenting the clinical characters of 
biliary cirrhosis, 

Dr, Frederick Taylor has produced e\ddence of a 
like nature.' In a case of alcoholic cirrhosis with 
enlarged liver recently under my care this appearance 
was found in conjunction with a coarse fibrosis ; and 
this same feature of so-called new biUary canalicuii is 
shown in a case of simple cardiac cirrhosis as in 
the illustrations (Plates X, and XI., pp. 103, 104) ; and 
in another instance a fine fibrosis was observed in a 



* Davidson, Eygime and Diseases of Warm ClvmaiBs, 
« Path. Trans, 1870. 

* Q^y's Hospital Beporl^, 189S, p. 66. 



PLATE II 

HYPERTBOPHIC CIRRHOSIS OP THE LIVER, ALCOHOLIC, 
SHOWING COARSE AND FINE FIBROSIS 

The patient, S. B., aged 45, was admitted for ascites. He 
was tapped once, and died suddenly five days later. 

Post-mortem. 

The Uver weighed 75 oz. and was hobnailed. There was 
some perihepatitis. 

The spleen weighed 15 oz. The kidneys were distinctly 
cirrhotic. 



A. Coarse fibrosis. 

B. Fine fibrosis. 

C. Pseudo-ductiB. 

D. Blood-vessels. 

E. Liver-cells. 



Explanation of the Plate. 

Fixative^ Perchloride of mer- 
cury. 

Stain^ Logwood, fuchsin, and 
orange g. 




INCIDE.NXE OF JAUNDICE 

case of alcoholic cirrhosis without jaundice, in "which 
the liver was small, weighing 53 02, The interstitial 
fibrosis most commonly met with in cirrhosis in which 
the liver is enlarged is a combination of coarse multi- 
lobular and fine monolobular development. 

The microscopic distinction therefore does not 
hold. 



THE OCCURBENCE OF JAUNDICE 

In the next place the presence of jaundice is by no 
means a constant nor, according to my experience, 
a very common symptom in hypertrophic cirrhosis. 

In seventeen consecutive fatal cases of cirrhosis 
w^ith enlarged liver, varying in weight from 60 to 
134 oz.| I find jaundice noted as a marked symptom in 
four only ; in six it is described as slight, and in the 
remaining seven none is recorded- 

Again, out of twenty-seven more cases of cirrhosis 
with enlarged liver which have either recovered or 
been reheved, or in which, if fatal, no post-mortem 
examination was made, jaundice was absent in nine- 
teen, present only in eight. 

In ten cases of enlarged fibrous liver from different 
eauses recorded by Murohison, jaundice is mentioned 
as a symptom in four only ; and, as noted before, Dr. 
Foxweirs investigation of sixty -seven cases of cirrhosis 
jqelded the conclusion that jaundice was as common 
Iwhen the liver was contracted as when it was 
enlarged.^ 

' Birmingham Med, Eeviem^ voL L 1896, 
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It is clear, therefore, that jaundice is by no means 
a constant or characteristic symptom of hypertrophic 
cirrhosis generally, and, on the other hand, as we 
have seen before, jaundice in marked degree is by no 
means rare in the atrophic form. 



ASCITES IN THE HYPERTBOPHIC FOEM 

Again, in the typical form of hypertrophic biliary 
cirrhosis the absence of ascites in any important degree 
is described as being as distinctive a feature as the 
presence of jaundice. This certainly does not hold 
good with regard to hypertrophic cirrhosis which has 
come under my observation. 

In the twenty-five fatal cases of hypertrophic 
cirrhosis in w^hich the liver weight varied betw^een 60 
and 134 oz., ascites was present in sixteen. In six 
which recovered more or less perfectly, ascites was a 
prominent symptom in all but one. 

In the ten cases of hypertrophic cirrhosis given by 
Murchison, ascites was present in seven. Bristowe 
records one of alcoholic cirrhosis with great enlarge- 
ment, in which the patient was tapped fourteen times 
for ascites. 

In the sixty-seven cases of alcoholic cirrhosis 
recorded by Dr. Foxwell, he found that ascites was 
as common when the liver was large as when it was 
small. 

The absence of ascites therefore is not a constant 
and typical negative symptom of cirrhosis when the 
liver is enlarged, any more than the presence of 
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jaundice is a reliable sign or distinctive symptom of 
the hypertrophic form. 

It is, I think, probable that this impreBsioe of the 
frequency of the occurrence of ascites in contracted liver 
and its absence in the enlarged liver has arisen partly 
from the fact that atrophic cirrhosis escapes notice 
until ascites arises to drav^r attention to it. A liver 
smaller than natural is not obtrusive. 

When the hver is enlarged, however, it challenges 
recognition, and is often discovered before ascites 
supervenes. 

Enlargement of the spleen, again, is not an especial 
feature of hypertrophic cirrhosis. In the fifty-three 
cases I have instanced it was enlarged in the great 
majority of alcoholic cirrhoses, large or small, but the 
greatest size was reached in the sjTphihtic cases, in 
one of which it attained to 42^ o^., or six times the 
normal weight. 

PAIN AND PTEEXIA. SUPERyEHTIDN OF DELIBIUM. 
COMA. THE TYPHOID STATE 

Another feature which is said to mark the course of 
biliary cirrhosis is the occurrence of attacks of pain and 
pyrexia. These sjinptonis are not, however, peculiar 
to cases of the kind. They are met with in atrophic 
cirrhosis (cases of E. M,, 22, 1894 ; M, D., 10, 1898), 
in alcohohc hypertrophic cirrhosis without the charac- 
teristics of the biliary form, and notably in syphilitic 
cirrhosis (W. B,, 1899). 

Pain, tenderness, and pyrexia are, I imagine, merely 
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^^H indications of the supervention of perihepatitis. The 
^^^^ charts show the pjn-exia, co-existiBg with pein and 

^^^^^ E. M. ffit. as, Jan. im4. 
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trophic Cirrhoais with Perihepatitis, Blowing Pywirial 
Courae of TeEiperature. 

ess, which mark the presence of perihepatitis 
oims of cirrhosis. Grave s}TaptomB such as 
ij the typhoid state, coma, are not confined to 
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I hypertrophic cirrhoais of the Bo-called biliary type, ^^H 
ft They occur in hypertrophic cirrhosis of alcohoHc origin ^^| 

1 B. W., ffit 38, 1896, ^^1 
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Hypertropliic CirrhoBia of the Liver. Chart showing Normal 
Course of Temperature. 
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and type, and, as Murchison noted, and as I have seen 
(caseof extreme alcoholic contracted liver — F,B., 1868), 
in atrophic cirrhosis also. 

These symptoms cannot therefore be regarded as 
distinctive of a special form of hypertrophic cirrhosis* 

W. B., »t. 37, 1899. 
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Hypertrophic GiirhoBiB (syphilitic), showing Pyrexia of 
extreme Penliepatitia. 



THE CHRONIC COURSE 

Lastly, the course of the type form of hypertrophic" 
cirrhosis is stated to be a chronic one of two, four, or 
fiix years or more. 

It must be allowed that the cases which run a 
protracted course are those in which the hver is 
enlarged : they are as a rule more benign. This is, 
however, not invariable, and Dr. Dreschfeld ^ has 
recently published a case of alcoholic hypertrophic 
cirrhosis which, while agreeing with Hanoi's aflfection 
» Lancet, Not, 18, 1899. 
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in many respects, differed in the presence of ascites 
and in the short course of the disease. Chronicity, then, 
cannot be regarded as a constant character of hyper- 
trophic cirrhosis. 

It will be seen, therefore, that a cirrhosis in which 
the liver is greatly enlarged may fail to correspond, in 
one case or other, in nearly every particular with the 
classical type, for which we all look; and so rarely 
find. 

Further, from the time of Mnrchison downwards, 
a number of cases of cirrhosis have been recorded by 
Saundby, Bristowe, Dreschfeld, Fox well, and others in 
which, although the liver was greatly enlarged, the 
symptoms have been those usually ascribed to the 
contracted liver, rather than those of so-called biliaiy 
cirrhosis. And in the majority of instances the cause 
has been traced to alcoholic intoxication. 

A number of like cases have come under my own 
observation, the details of some of which I shall give 
later. For the present I may say that the hypertrophic 
cirrhosis I have met with corresponds with the cirrhosis 
of Hanot chiefly in two respects, viz- in the smooth 
hard enlargement of the liver, and that the fibrosis is 
usually diffuse and monolobular, and sometimes partly 
multilobular. In one instance, however, in which the 
liver weighed 152 oz., the cirrhosis was coarse and 
multilobular, with much fatt}^ deposit. 

Is it therefore to be inferred that no such special 
form of hjrpertrophic cirrhosis as that described by 
Hanot and recognised by Charcot actually exists? I 
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think we are not warranted in assuming this abso- 
lutely. 

In addition to the original cases described so 
graphically by the French writers, other isolated 
instances have been observed now and again in this 
country and abroad which agree closely with the so- 
called biliary type. 

For my part I have not, in spite of a close scrutiny 
for sixteen years, met with a case w^hich has exhibited 
in full completeness the typical presentment of the 
French authorities. In three instances only have I 
seen any close approximation to it. 

One of them occurred in a boy of eight (A. A,, 1883), 
who was admitted for jaundice^ enlarged liver, and 
ascites, and died of exhaustion and emaciation four 
years later. He bad had repeated attacks of jaundice 
since birth. Post mortem a smooth large liver was found 
weighing 60 oz.^ with fine diffuse fibrosis, abundant 
nuclear growth, and imperfectly formed fibrous tissue. 
There was extensive perihepatitis, and the vessels of 
the portal fissure were found matted together, the cystic 
and hepatic ducts being reduced to mere cords, and 
quite impervious. In another example (E . W. , December 
1899), in which the patient was admitted for abdominal 
pain and janndice, which had existed on and off for six 
years, the liver was enlarged to the level of the 
umbilicus, the spleen also enlarged, and ascites was 
present. Post mortem the liver was sHghtly granular, 
and weighed 80 oz. The common bile-duct was 
found enormously dilated from blockage by two large 
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PLATE III 

DIFFUSE CIRKHOSIS OF THE UVEB, SHOWING PSEUDO 
DUCTS— THE COMMON BILE-DUCT WAS OBSTRUCTED 
BY TWO LABGE GALL STONES 

The patient, £. W., aged G2, had suffered from jaondiee for six 
years. 

The Uver and spleen were much enlarged, and there was 
ascites. 

He died shortly after admission to the hospitaL 

Grail stones had heen diagnosed four years before. 

There was no history of syphilis or aicohoHsm. 

The patient was an army storekeeper. 

Post-mortem, 

The Uver weighed 84 oz., was much enlarged and slightly 
hobnailed, texture firm. 

The spleen weighed 24 oz. 

The pa/ncreas and kidneys were firm. 

Explanation of the Plate, 

A. Psendo-dncts. 

B. Coarse fibrosis. 

C. Fine intercellular fibrosis. 

D. Liver- cells. 

Fixative, Perchloride of mercury. 
Stain, Logwood, fuchsin, and orange g. 
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gall stones. Microscopically the fibrosis was seen to be 
fine, with some coarse strands in which psendo-diicti 
were conspicuous. 

These two cases are especially interesting because 
they correspond in most respects with results obtained 
experimentally by the ligature of the comiuon duct in 
animals. They differ from Hanot's form chiefly in 
the existence of ascites and the occlusion of the duct. 
Cases of cirrhosis associated with gall stones have been 
recorded by Dr. S. Mackenzie,' Mr. D*Arcy Power,^ 
and others. H 

The fact remains, however, that in the majority of 
cases of obstructive jaundice, even when prolonged, no 
cirrhosis follows. 

The third case was that of a man of 42 (E, S., 
1898), an indoor servant and heavy drinker, whose 
face bore testimony to his habits, who w^as admitted 
with deep jaundice of five weeks' duration, delirium, 
and pyrexia, and died the next day. There was no 
ascites. Post mortem the liver was found to be greatly 
enlarged, weighing 114 oz., smooth, bile-stained, 
free from perihepatitis, and the structure showing 
a fine fibrosis of imperfectly formed nuclear fibrous 
tissue. Many of the hepatic ceils were destroyed, the 
others fatty. The kidneys were slightly granular and 
fatty. Here, again, the disease was not chronic, nor the 
jaundice of long standing ; and the cause was alcoholic. 

Although in view of the detailed description of 

such cases occurring in the experience of others it must 

' Trans. Path. Soc,, 1889. « Ibid. 1890 
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he allowed that, clinically at all events, cirrhosis of 
the precise character of so-called biliary cirrhosis does 
arise from time to time, it h certain that it is rare, at 
least in this country. It is moreover still doubtful 
whether these rare examples are entirely distinct from 
hypertrophic cirrhosis of alcoholic origin , or merely an 
exceptional variety of it. At all events, the repre- 
fientative fibrosis of the hver with enlargement is in 
the vast majority of cases a hypertrophic cirrhosis 
set up by alcohol equally with the atrophic form ; in 
other instanceB by syphihs, and not the rare condition 
described by the Prench pathologists. 



SYPHILITIC CIRBHOSIS 

The points at issue with regard to syphilitic 
cirrhosis are comparatively few. 

The ordinary form which results from acquired 
syphilis in the tertiary stage has usually well marked 
characteristics when the liver is examined after death, 
although its identification during life is often ex- 
tremely diflficult, and mistakes in diagnosis are frequent 
with regard to it. In a typical instance the gummata 
in various stages, the massive wedges penetrating the 
liver substance at various points, the scarring and 
puckering and lobulation, the extensive perihepatitis, 
are striking and uniniEtakable morbid appearances. 

Microscopically may be seen the gummatous 

[cellular growth developing into fibrous tissuOj or 

undergoing caseation. In the specimens represented 

here, for which I am indebted to my friend Dr. 

d2 
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Poynton, there is seen also well-marked endarteritis 
obliterans — a condition well known as the result of 
tertiary syphilis elsewhere, bnt, as far as I am aware, 
not observed directly in connection with hepatic 
syphihs, until it was discovered in this case by 
Mr. Plimoier, our able pathologist at St. Mary's. 

In a paper by Hanot and Chanffard^ this con- 
dition of arteritis is described as met vrith in h3rper- 
trophic cirrhosis with pigmeotation and diabetes, to 
which latter the cirrhosis was regarded as secondary. 
The appearances found are shown in drawings which 
are appended to the paper. 

In one case, however, scarring is mentioned, which 
is very suggestive of syphihtic affection. 

In the second case it is said there was no history 
of syphilis, and the surface of the liver flat and finely 
granular. 

One point which is not sufficiently recognised, and 
which I would emphasise, is that the morbid changes 
in syphilitic cirrhosis may exist in every degree 
Occasionally they are so slight as scarcely to alter the 
normal appearance of the organ ; a few small scars, 
some thickening of the hepatic capsule, or slight 
]ierihepatitis may be the only morbid features percep- 
tible externally on post-mortem examination. 

This fact is of great importance in its bearing 
upon diagnosis. There may be no suspicious histor3% 
nothing whatever distinctive in the physical signs made 
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PLATE IV 

SYPHILITIC CIRRHOSIS OF THE LIVER— A GUMMA 
IN EARLY STAGE OF FORMATION 

The patient, W. B., aged 37, was admitted for enlargement of 
the liver and spleen. 

Later ascites developed, and paracentesis was frequently 
repeated. 

The patient gradually lost strength and died, extremely 
emaciated. 

Post-mortem* 

The Uver weighed 58 oz. There was extreme perihepatitis. 
The stpleen weighed 13 oz. The Tcid/neya showed no cirrhosis. 
The hmgs contained numerous gummata. 

Escpla/nation of the Plate* 

A. An area of small cell infiltration. 

B. Cellular infiltration between the liver-cells. 
Fixative, Perchloride of mercury. 

Stain, Logwood, fiichsin, and orange g. 



PLATE V 

SYPHILITIC CIRRHOSIS OF THE LIVER— A GUMMA IN 
THE STAGE OF ORGANISATION 

The patient, J. A., aged 56, was admitted for profound anaemia 
and heematemesis. 

The liver was large and irregular. The spleen was large. 

There was a syphilitic ulcer on the right forearm. 

For nine months the patient was tapped about once a fortnight. 

Death finally occurred after an attack of hsematemesis and 
nielsena. 

Post-mortem, 

The liver weighed 60 oz., showed great cirrhosis, was deformed, 
and contained organised gummata. 

The spleen weighed 42^ oz. 

The lungs contained gummata. The pancreas and kidneys 
were firm. 

There was much perihepatitis and chronic peritonitis. 

Explanation of the Plate, 

A. Vascular fibrous tissue. 

B. Liver substance. 
Fixative^ Perchloride of mercury. 
Stain, Logwood, fuchsin, and orange g. 
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PLATE VI 

SYPHILITIC CIRRHOSIS OF THE LIVER IN AN ALCOHOLIC 
SUBJECT- GUMMATOUS DEGENERATED MATERIAL 

The patient, A. S., a man aged 69, was admitted for aeoites. 
The liver was much enlarged, and there was slight jaundice. 
He was tapped once. Facial erysipelas developed a week 
before death, ^frhich occurred two months after paracentesis. 

Post-mortem, 

Liver weight 74 oz., hobnailed. Showed great cirrhosis and 
numerous gummata. 

Spleen weight 10 oz. Pancreas firm. Kid/neys some fibrosis. 
Cardiac muscle pale and firiable. 

Explanation of Plate, 

A. Gummatous material. 

B. Fibrous tissue, containing some scattered liver-ceUs. 

C. Liver tissue. 

Fixative, Perchloride of mercury. 
Stain, Logwood, fachsin, and orange g. 



PLATE VII 

SYPHILIS OF THE LIVER— ENDARTERITIS OBLITERANS 
OF BRANCHES OF THE HEPATIC ARTERY 

The patient, aged 22, died in uraemic convidsionB. 

Post-mortemi 

Extensive endarteritis obliterans of the arteries in the kidneys, 
liver, and heart was found. 

The Mcbieya contained numerous ansmic infarcts, the results 
of arterial occlusion. 

Explcmation of the Plate, 
A Section across a Portal Canal. 

A. Endarteritis in various stages. 

B. A bile-duct. 

0. A branch of the portal vein. 

D. A liver tubule. 

Fixative, Perchloride of mercury. 

8tam, Logwood, fuchsin, and orange g. 



SYPHILITIC CIRKHOSIS. EXTREME PERraEPATITIS 41 



out duriiig life. The condition of the liver as ascer- 
tained by examination of the abdomen may correspond 
exactly with that of an ordinary alcoholic cirrhosis. 

Another feature of syphilitic cirrhosis is the degree 
of perihepatitis and local peritonitis in the region of 
the liver. 

This condition of general perihepatitis, with ex- 
tension to neighbonring structures, is far more marked 
in connection with syphilitic disease than in any other 
condition. 

The four most notable examples I have met with 
as I stated previously have been in this relation i — 
C. H. : Liver weight 134 oz. — J. R, : Liver weight 
60 oz.^J. C, : Liver weight "88 oz. — ^W. B. : Liver 
weight 58 oz. In these the kidneys were normal 
except in one instance, when there was parenchymatous 
nephritis* 

In the most extreme of all {W* E., 1899) the liver 
was studded with gummata in various stages, the 
capsule being covered with thick coating and adherent 
to the diaphragm, the abdominal wall, and the trans- 
verse colon. 

The stomach and spleen were bound down by ad- 
hesions, the liver and viscera glued together in an in- 
separable mass. The liver was clearly the centre from 
which aU neighbouring peritonitis spread. The kidneys 
were absolutely healthy. Yet there was no history of 
syphilis. The man was married and had healthy children. 

This point of the great development of perihepatitis 
and local peritonitis, in many cases of syphihtic cirrhosis, 
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has been imperfectly recognised Perihepatitie has 
been usually regarded as more especially associated 
with other forms. 

Murchison, however, observed that it was met with 
in marked degree in syphilitic cirrhosis, and in con- 
nection with long-standing disease of the heart. He 
described it as accompanied by fibrous bands extending 
from the capsule into the liver structure and causing 
atrophy. 

The fact of the association of extensive perihepatitis 
and local peritonitis wnth syphilitic cirrhosis is of con- 
siderable clinical importance. 

There may be, as I have observed, no history of 
syphilis in these cases. 

In ten of which I have notes^^eight of which were 
fatal and the gummata found post mortem- — in two 
only was there any definite history of syphilis ; in 
two others syphilitic scars were found during life ; but 
distinctive physical signs in the shape of irregularities 
or bossing of the surface were found in three only. 

The usual condition disclosed by physical examina- 
tion of the abdomen during life was a large liver 
smooth and slightly irregular and hard, or sometimes 
simply that the liver was small and contracted. 

The syphilitic hver, then, is liable to be mistaken 
clinically, and as a matter of fact is, I believe, frequently 
mistaken during life, for the alcoholic liver ; an error 
which in view of the remedial power of antisyphilitic 
remedies may be a disastrous one. 

Let me repeat that one helpful symptom in such 
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cases is the existence of signs of perihepatitis, pain, and 
tenderness over the liver, and pyrexia. When these 
exist in marked degree, and are at all persistent, they 
afford a presumption in favour of the sj^hilitic nature 
of the affection. The rise of temperature as shown in 
the charts on previous pages afforc'ls a valuable indica- 
tion of the existence of perihepatitis. 

Perihepatitis does indeed occur in pure alcoholic 
cases — and in connection with Bright' s disease, but, 
according to my observation, it is not so constant or 
so extreme as in syphilitic ciirhosis. 

Another undetermined question is as to the specific 
cirrhosis which arises in young children as a result of 
congenital syphilis. I have not met with any instance 
of gummatous development such as is found in the 
acquired disease, although the condition has been de- 
scribed by Ziegler. The smooth liver greatly enlarged 
offers no points of distinction from a liver enlarged from 
many other causes, and the diagnosis must depend upon 
the history or the existence of other signs of the disease* 

Post mortem the microscope shows a distinct cellu- 
lar invasion and early fibrosis spreading through the 
lobules between the cells in a diffuse and characteristic 
manner ; there may be no thickening of capsule or 
marked external change perceptible. 

In eight cases of cirrhosis in children between five 
and nine years of age of which I have careful records 
there was a reliable history of congenital syphilis in 
two only. In two there was one of alcoholism, and in 
the remaining four no cause could be made out. In 
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connection with this subject of cirrhosis in children 
there are many interesting points, such as the effect 
of congenital obliteration or stenosis of the bile-ducts > 
as recorded by Dr. John Thomson,^ the question of 
hereditary tendency as noted by Dr* Howard ^ and Dr. 
Finlayson,^ and the connection of this with nervous 
lesions as noted by some ohserrers. I think it is pro- 
bable that congenital syphilis will furnish the key to 
the relation of these several conditions. With these 
matters, however, it is beside my present purpose to deal, 



* Congenital Oblit^ation of Bile-ducts j 1892, 
' Int. Journal Med. Soc. 1887. 
' Glasgow Hospital Re^ortSr 1899. 



PLATE VII (a) 

SYPHILITIC CIREHOSIS OF THE LIVER— CONGENITAL 
SYPHILIS SHOWING A DIFFUSE CELLULAR INFILTRA- 
TION AND EARLY FIBROSIS OF THE LIVER 

From an infant of three weeks, who died of intense jaundice. 
The mother had lost all her children : some were premature. A 
previous child had also died of jaundice. 

Post-mortem, 

No obstruction of the hepatic ducts pr common bile-duct. 
The liver looked natural. The gaJl bladder contained blood 
and mucus. 

Explanation of Plate, 

A. The capsule of the liver not thickened. 

B. The fine intercellular fibrosis. 

C. The liver tissue. 

Fixative, Perchloride of mercury. 
Stain, Logwood, &c. 
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LECTURE II 

General considerations with regard to the various forms of cirrhosis — 
Degeneration of heart muscle^Natare of the morbid change — Con- 
current interstitial fibrosis of other organs — Kidneys — Spleen — 
Pancreas — Alcoholic cirrhosis only one phase of chronic alcoholism 
"Liability to erytsipelas — To tabercnloeis— Lines of demarcation 
between different cirrhoses too absolute — Sometimes more than one 
factor concerned— The fallacy of negative claaaification —Prognosis — 
Causes of too unfavourable view- Latent cirrhoaifl— Prognofiia 
usually based on the advent of ascites— The standard of viahility — 
Examples of favourable course in atrophic cirrhosis — Prognosis 
more hopeful in the hypertrophic form — Elements of favourable 
prognosis — Course of the successful cases. 

There are certain further points of interest connected 
with the ptithology of the different forms of cirrhosia 
discussed in the last lecture which deserve a passing 
consideration, 

DEGENEIIATION OF HEABT MUSCLE 

The first of these, and perhaps the most important, 
is the association of marked degeneration of heart 
tissue with cirrhosis. 

Degeneration of cardiac muscle and cardiac failure 
are, of course, acknowledged results of clH'onic 
alcoholism, and their importance in that relation 
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has been stated by Dr. Graham Steele,* but the 
frequency of such degeEeratioD and failure in connec- 
tion with cirrhosis, its pathological significance, and its 
bearing upon prognosis, have, I think, been insufficiently 
appreciated. 

Of the fifty*three fatal cases mentioned, the condi- 
tion of the heart was especially noted in thirty -six. 

In six of these fatty degeneration — in some 
instances extreme^ — was verified by microscopic exami- 
nation ; active myocarditis was observed in one ; and 
in eight others the muscle was found pale, soft, and 
presumably fatty; In nine naore there was atheroma 
of one or other of the cardiac valves. 

There was therefore marked degeneration of heart 
muscle in seven, and in less degree in eight more — or 
fifteen in all— out of thirty-six, without counting the 
cases {nine more) in which atheroma of the valves only 
was recorded. 

Of the fifteen cases of fatty degeneration, the 
liver was enlarged in ten instances, in five it was 
small and contracted. So that the tendency to de- 
generation is not hmited either to the large or the 
small liver. In twelve the cirrhosis was distinctly 
traced to alcohol. 

The frequent occurrence of these changes was first 
brought to my notice by my friend Dr. Poynton, and I 
am indebted to him for the following account of the 
condition of the heaart muscle, and for the microscopic 

' Mad. Chronicht toL iviii. 1893. 
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preparations from which the sketches in illustration 
have been taken. 

' The descriptions and figures are baaed npon an 
examination of six fatal cases of cirrhosis, all traced 
to alcohoHsm. In three the liver wbiB enlarged, and in 
three contracted. The naked-eye appearance v^as one 
of undue softness and pallor, and the texture v^^as 
abnormally friable. The changes were similar in all, 
but most extreme in one in which there was also 
peripheral neuritis. Microscopically these were seen 
to affect the muBCular fibres rather than the interstitial 
tissues, 

' Numerous dark granules ( " brown atrophy *' ) were 
always found in the muscle fibres, especially spreading 
from the poles of the nuclei. In addition to this, in 
several cases, the nuclei had undergone this dark 
granular change wholly or in part. Striation was 
often lost, and the fibres had a " ground glass '* appear- 
ance* In other cases the striation was more evident 
than natural, giving a wirework appearance to the 
fibres. There was fragmentation of many fibres ; 
fatty change was present in many cases, the fat globules 
being as a rule minute and finely scattered. 

' The fibres were irregular in shape and size, and in 
the worst cases had lost all contour. 

' The chief interstitial change was a fatty infiltra- 
tion separating the fibres, and in some instances this 
condition was well marked. That these morbid 
changes were not dependent upon failure of general 
health as a result of the cirrhosis seems clear from the 



I 



I 



V I 



I 



Plate VIII. 
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PLATE VIII 

A SECTION OF THE WALL OF THE LEFT VENTRICLE 
FROM A CASE OF ALCOHOLIC CIRRHOSIS OF THE 
LIVER 

The patient, M. D., a woman aged 38, was suffering &om 
atrophic cirrhosis, together with peripheral neuritis. 
There was ascites, and she was tapped three times. 
The pulse was feeble and the heart-sounds weak. 
Death occurred after a brief period of delirium and coma. 

Post-mortem, 
The heart weighed 9 oz., and the muscle was extremely friable. 

Explanation of the Plate^ 

A. Cardiac muscle fibres which still preserve their contour but 
have lost striation. 

B. Nuclei of muscle fibres, the protoplasm of which has 
degenerated. Many of these nuclei are circular in outline. 

G. Degenerated muscle protoplasm. 
Fixative, Herrmann's fluid. 
Stavn, Safiranin. 
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PLATE IX 

CARDUC MUSCLE FIBRES, FROM A CASE OF ALCOHOLIC 
CIRRHOSIS OF THE LIVER 

The patient, S. B., a man aged 45, was a confirmed drunkard. 
He was admitted for ascites, and died suddenly. 

Post-mortem. 

The heart weighed 12 oz. The muscle was soft, dark, and 
flabby. 

Explcmation of Plate, 

1. Transverse section of muscle fibres, showing * brown 
atrophy.* 

A. Nuclei. 

B. Granules. 
Stavned with safranin. 

2. A single muscle fibre very highly magnified (obj. A 5 ^^' ^2), 
showing granular change in the nucleus as well as in the proto- 
plasm. 

A. Granules in the nucleus. 

B. G;ranules in the protoplasm. 
Stained with safi:anin. 

3. Longitudinal section of muscle fibres, showing loss of 
striation and irregularity of contour. 

Stained with methyl green. 

A. Brown granules. 

B. Fatty change. 
Fixative^ Herrmann's fluid. 
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fact that a similar appearance was found in the cardiac 
muscle of a drnnkard who died of pneumonia and deli- 
rixun tremens, in whom the liver was not cirrhotic/ 

The frequent occurrence of serious degeneration of 
the cardiac muscle accounts for the fact that a certain 
proportion of these cases end suddenly in death by 
syncope; many more by rapid, if not sudden, heart 
failure. 

In the fifty-three fatal cases mentioned the patient 
died suddenly from syncope (not the result of hsemor- 
rhage) in six instances. 

As I shall endeavour to show later, it is probable 
that the enfeebled cardiac condition may sometimes 
be the factor which determines the advent of ascites in 
alcoholic cirrhosis, and also be concerned in the de- 
velopment of the fibrotic change, and influence its 
character. 

CONCUEEENT IKTERSTITIAIi FIBROSIS OF OTHEB ORGANS 

Another important feature of the morbid state incases 
of cirrhosis, or, at all events, of alcoholic cirrhosis, is 
thai the interstitial fibrosis is not confined to the livery 
although its most e^Ktreme development may be found 
there, and largely rule the pathological situation. It 
affects other organs, usually in like manner. 

The kidneys suffer next to the liver in order. They 
were found to be distinctly affected in twenty-six of 
the fifty^three cases. 

In five instances the kidneys were granular ; 
' moderately cirrhosed ' or ' fibrosed ' in thirteen ; in 
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five they are described as ' fibrosed ' sirtiply ; in three 
there was parenchymatous nephritis. 

Again, in twelve of these twenty-six cases in which 
the liver was markedly atrophic and small there was 
fibrotic change in the kidney in every instance, but in 
five only was the interstitial change advanced. In the 
remaining seven it was extremely slight. 

The spleen was enlarged in twenty-three of these 
cases, eleven of these being in atrophic, twelve in 
hypertrophic cases, and its condition was noted as 
fibrosed in six. 

The pancreas has been systematically examined 
in a few of the most recent oases only, viz, in four- 
teen. 

It was distinctly oirrhosed in three instances, 
extremely hard or finner than natural in ten ; in the 
remaining case, which was one in which neither alcohol 
nor syphihs could be traced, the organ was large and soft. 

In seven of the fourteen cases alcoholism was 
established ; in two syphilis ; in the remaining five the 
cause was not stated. 

This association of cirrhosis of the pancreas with 
cirrhosis of the liver is of interest in connection with 
Hanot's ^ observation that hypertrophic cirrhosis was 
an occasional complication of diabetes, and also on 
account of the association of fibrosis and atrophy of the 
pancreas wnth diabetes independently. 

In the cases here published the fibrosis of the 
pancreas was not limited to those cirrhoses of the liver 
' Hanot and Chaufifard^ Eeiue de Midccinef 18S2, 
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in which that organ was enlarged, although these were 
in the majorityt viz, nine^ as compared with five of the 
atrophic form. 

In no case did diabetes occur, nor was sugar ob- 
served to appear in the urine ; but it is obvious that such 
a condition of pancreatic degeneration must seriously 
affect nutrition, and be a factor in the wasting wbicJi 
attends hepatic cirrhosis. 

Alcoholic cirrhosis is indeed only one phase of chronic 
alcoholism ; yet we are apt to look upon it as if it were 
the single and only result ; as if aU the evil effect of 
the poison were concentrated upon the liver alone* 
The heart, the kidneys, the spleen, the pancreas, the 
blood-vessels, the nervous system, all suffer, but usually 
in less degree- The great stress most commonly falls 
upon the organ which receives the poison first in full 
flood ; but the implication of the others constantly 
influences the course of the liver affection, upon which 
I attention is mainly directed. 

Hk LIABILITY TO EEYSIPELAS 

f These records also show that persons suffering 

from cirrhosis, vulnerable in so many respects, suffer 
from a special liability to erysipelas, apparently beyond 
that common to all chronic exhaustive diseases. 

Dr. Dreschfeld observed that erysipelas was not 
uncommon in Hanot*s disease, but there is no 
exclusive association w^ith bihary cirrhosis, or indeed 
with hypertrophic cirrhosis, as compared with the 
atrophic kind- In the fifty-three fatal cases of the last 
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ten years death occurred from f iicial erj^sipelas in three. 
In two other instances of a previous period the fatal 
issue was due to the same cause, or five cases in all. 
In these five fatal cases of erysipelas complicating 
cirrhosia. the liver was enlarged in three — two of 
which were syphilitic, one alcoholic. In the remainintr 
two the liver was contracted and hobnailed, and the 
affection of alcohoHc origin. 

LIABILITY TO TUBERCULOSIS 

The close association of tuberctilosis with cirrhosis 
of the liver is well knovtTi and acknowledged, and it is 
imnecessary for me to do more than allude to it here. 
Tl marks again the vulnerability of these subjects of 
degenerated tissues, and ia due chiefly, I imagine, tn 
the proved influence of alcohol in favouring tuberculous 
infection J 

DISTINCTIONS BETWEEN DIFFERENT FORMS TOO 
ABSOLUTE 

The evidence which I adduced in the First Lecture 
supports, I thinki the opinion which I ventured to 
express at the outset, viz. that the lines of demar- 
cation between some of the ditferent forms have been 
too rigidly drawn. They hold good with regard to 
typical examples only. Take, for instance, the mere 
question of size and w^eight. No strict line can be 
drawn between hypertrophic and atrophic forms— at 
any rate so far as alcoholic cirrhosis is concerned. 
The conclusion arrived at by Dr, Foxwell, that all 
sizes, from 100 02. to 30 ox., are met with, is more 
* Dickinson, Med. Chir. Trajis. yoL Ivi. 187a. 
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than borne out by my series of cases, in wbit^h all 
sizes from 152 oz* to 18 oz- are founcL And thus 
with regard to other symptoms. There are many 
cases in which the symptoms agree in some respects 
with those attributed to one form, in other respects 
with those attributed to another fonn. It is convenient 
to divide people morally into the two classes of sheep 
and goats ; but, as a matter of fact, as I think we 
should all acknowledge, the majority of persons are 
neither the one nor the other, but something of each. 
There are many hybrids. And so it is with regard to 
our conceptions of disease. We look for a strict 
separation into classes, and the expectation of close 
conformity to given types is apt to warp our intelligence. 

It is thus with reference to cirrhoses : they are met 
with in typical forms, but occur also in various degrees 
of modification between them. 

We assume one factor to be alone engaged, and ex- 
pect each case to correspond to the authorised descrip- 
tion. Yet the acknowledged causes^ — alcohol, syphilis, 
malaria, cardiac disease— are just those which, although 
they may usually act alone and produce simple results, 
are, from the very nature of thiogs, liable to be asso- 
ciated ; to act together in varying degree upon the 
same subjects, and produce results more or less 
complex. In these instances the effect of the relative 
influences at w^ork is not easily estimated. And then 
there is the fallacy of negative classification. If no 
alcoholic history is traced, the case is called non-alco- 
holic. If no history of syphilis, nQn- syphilitic. The 
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fallacy oi this with regard to syphilis I have shown ; 

and that it exists largely with regard to alcohol we all 

know well. 

Occasionally — as in certain cases of cirrhoBis in 

children— no adequate cause can he discovered. And 

there are others, again, which differ from all recognised 

forms, and from any combination of the characters of 

the acknowledged varieties. 

Thns in a case recently under the care of my col- 
league Dr. Phillips, a young man of thirty-seven 

(G. M.)— with enlarged liver and extreme ascites, but 
no jaundice— the history appeared absolutely to exclude 
alcoholism and syphihs, He died at the end of a year 
of hasmatemesis, having been tapped thirty-fiye times. 
Post-mortem examination disclosed a large hob- 
nailed liver, with small patches of perihepatitis* 
Microscopically multilobular, and fine monolobular, 
fibrosis, vrith active cell proliferation ; no gross portal 
obstruction, no sign of syphilis, or of general alcoholic 
degeneration ; some fibrosis of the kidney, but this 
not extreme ; the heart muscle firm and healthy. 
The source of cirrhosis remained undetermined. 



PROGNOSIS 

The prognosis in cirrhosis varies according to the 
particular form in which it appears, and the conditions 
associated with it* Yet^ as set forth by authority in 
books on medicine, it is almost universally, and abso- 
lutely, unfavourable. Its fatality is regarded as inevit- 
able, and the end speedy. 
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Thierfelder, speaking of cirrhosis generally, says : 'In 
the cases which have been accurately diagnosticated 
the termination is without exception death.* Frerichs, 
Niemeyer, Murchison, spoke in like fashion ; and more 
recent anthorities are almost equally pessimistic. 

This unfavourable verdict, more positive than the 
actual facts seem to me to warrant, has, I think, arisen 
partly from the use of the generic term cirrhosis^ 
when the condition really intended to be indicated is 
one form of the disease only, viz. the atrophic con- 
tracted liver of Laeimec. Thus, the occurrence of 
ascites, so significant of evil in that condition, baa been 
assumed to be equaDy serious in hypertrophic or 
syphilitic cirrhosis where its import is less grave. 

The morbid conditions met with in cirrhosis are to 
a large extent incurable. The congestion may be 
relieved, the perihepatitis subdued, gummatous change 
be arrested, ascitic pressiira removed ; but fibrous tissue 
is a permanent formation ; it is, however, in itself 
harmless ; it injures only by pressure ; and it may 
exist within certain hmits for long without fatal issue. 
In some degrees of it, the glandular structure of the 
liver is not so extensively injured as to render life 
impossible, and if the obstruction to the direct portal 
flow is eased by compensatory channels, fair health 
may be maintained for a season. 

Cirrhosis is not a disease of rapid development, 
but of slow and gradual progress* It may advance 
silently and steadily for years before its presence is 
discovered. Tb^ liver is frequently found indurated 
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to an extreme degree, and usually enlarged, in 
persona who have died from other causes, without 
the patient having been knowTi to suffer from any 
marked symptoms of Buch affection during life. Dr. 
Fagge^ noted that the age of such persons, thus 
found accidentally to have been suffering from cirrhosis 
without discovery, was on an average five years in excess 
of the average age of those who died directly of the 
disease. This would seem to show that cirrhosis is often 
quiescent before reaching its final stage. The elabo- 
rate statistics of Dr. Bolleston and Dr. Fenton ^ give, 
however, somewhat different results, and make the 
patients with latent cirrhosis slightly younger than 
those who die of the disease. 

Further, as the existence of cirrhosis is commonly 
betrayed by the supervention of ascites, the estimation 
of its future course is ordinarily made towards the ex- 
treme end of it. If the disease could be recognised 
earlier the prognosis would be in corresponding degree 
less immediately unfavourable. 

I have now under my care a man of upwards of 
fifty, an inveterate spirit drinker, whom I have knowai 
lor twenty years, who has a greatly enlarged liver — 
reaching four fingers' breadths below the ensiform carti- 
lage— and as hard as wood. He came under my care 
for influenza ; and although I knew his habits of life, I 
knew nothing of any hepatic disorder. He has no 
ascites — no special symptoms of cirrhosis, beyond a 

' Principles and Practice of Medicine, 3rd ed* vol li. p» 370. 
* Birmingham Medical Retieu\ October 1S9G, 
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passing jaundice, some loss of flesh, varicose stigmata 
on the face — and the large hard liver. 

In another insta-nce, an old country gentleman of 
my acquaintance, of alcohoHc habits, had, to my know- 
ledge, a large indurated liver for many years. He 
enjoyed fair health up to seventy, and then died of 
htematemesis, supervening upon an attack of pneu- 
monia. He never had ascites or any special signs of 
cirrhosis, except the enlarged hard liver and a certain 
alcoholic aspect. 

As I write this I have under observation a young 
man of twenty-nine, of extreme alcoholic habits, taking 
a bottle of brandy a day, who has already a hard, en- 
larged liver, extending two inches below the edge of the 
ribs. He has no other symptoms except some dyspepsia 
and palpitation, and a slightly dilated heart. There can, 
I presume, be no doubt that he has early cirrhosis. He 
is fat and well nourished, and the prognosis depends 
upon the future regimen. 

The prognosis in cirrhosis is, however, almost in- 
variahly made with regard to the advent of ascites, 
and turns upon this symptom, and is, indeed, usnally 
entirely based upon it. The observation of Dr. Bris- 
towe in 1892,^ that most medical men of that time 
regarded the development of ascites in connection with 
liver disease as of fatal omen— or at any rate as the 
beginning of the end — ^still, I believe, holds true. Yet 
some masteiB in medicine have expressed more hope- 
ful views. 

I Brit. Med. Journal, April 28, IS92. 
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Dn Frederick Eoberts^ and Dr. Austin Flint' 
have shown that the supervention of ascites is not 
necessarily a sentence of immediate death, and each 
adduced a series of cases in proof of it. 

It is not disputed^ I think, that, occasionally, the 
course of cirrhosis — even after ascites has supervened 
—is in some cases prolonged for months, and in a few 
rare instances for a certain number of years. 

Hitherto, howeyerj as far as I know, no satisfactory 
discrimination of the conditions in which a favourable 
issue may be regarded as possible has been established. 

The first point to lay down is that when the cir- 
rhosis is of the atrophic contracted kind, traceable to 
alcoholic excess, the prognosis is the least favonrable. 
If ascites has supervened, as is usually the case when 
the diagnosis is made, it probably indicates that the 
disease has reached its final stage. Much, however, 
depends upon the condition of general nutrition. In 
proportion as this is satisfactory, the prognosis is more 
hopeful of respite- If the emaciation and cachexia are 
advanced, the condition is one of proximate gravity. 

The course of some of the more favourable cases of 
atrophic cirrhosis which survive for a time is exem- 
plified by that of a woman previously mentioned who 
died of intercurrent bronchitis before the liver was so 
extensively injured as to seriously impair general nutri- 
tion. 

Bhe was a small, tolerably plump, slightly ansemic 
woman of fifty-three (S. D., 1891), admitted for ascites 
• Practitioner, 1872. = BriL Med. JoiLmal, 1883. 



VIABILITY IN ATEOPIIIC CIRRHOSIS 



61 



and haematemesis. She had long been a steady drinker, 
with her husband as boon companion. He was a 
carpenter employed in the Medical School, whose alco- 
holic excesses became well known to me when I was 
brought into contact with bim there, during my term 
of office as Dean. The woman admitted that she took 
half a pint of gin every day, in addition to stout, and 
had done so for the last thirty years. She was tapped 
twice, about 600 oz. being drawn o£f» The fluid did 
not return, her general condition rapidly improved, and 
she went out at the end of two months in lair health 
and nutrition. 

Nine months later she was readmitted. The ascites 
had retiurned, and the hard edge of the liver could be 
felt two inches below the costal margin. She was 
tapped ten days after admission and 198 oz. with- 
drawn. There was no return of the effusion, but a 
sharp attack of acute pleuro-pneumonia developed 
— probably influenzal^with extensive consolidation, 
pleuritic rub, rusty sputum, high temperature, and 
delirium. Her case was judged to be hopeless ; but 
under the free use of digitalis in doses of fifteen drops 
every four hours, given by my earnest house physician 
at the time, and a temporary dispensation of an allow- 
ance of wine, a crisis came and, to our extreme 
surprise, she recovered. A month later she went out of 
hospital for the second time in a state of comparative 
health. 

A month later still she was admitted for the third 
time — on this occasion with an acute broncbitis of great 
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severity, cootracted by exposure in the extremely bitter 
weather which prevailed at the time. 

The post-mortem examination disclosed a con- 
tracted, typically hobnailed, cirrhotic liver, weighing 
38 oz,, with thickened capsule^ but no general peri* 
hepatitis or peritonitis, no thickening of, or adhesions 
to, neighbouring structm-es. It was calculated from 
general appearances, aided by microscopic examina- 
tion, that about one-half of the liver tissue was efficient, 
the cells being normal and active. 

The kidneys showed commencing granulation, but 
were not much contracted, weighing 4^ oz. and 
5| 07.. respectively. The heart showed advanced fatty 
change, with so-called tabby-cat striation in a marked 
degree* 

This case is of importance^ since the patient was 
not in a condition of emaciation, and regained fair 
general health. The fact that she recovered from a 
severe attack of plenro-pneumonia showed that the 
liver damage was not so extreme as to be incompatible 
with a state of nutrition and vigour equal to the strain 
of acute intercurrent disease and restoration to the 
previous degree of health afterwards. 

The following is another example of the more 
favourable course in atrophic cirrhosis : 

A. D.| set, forty- three, a cabman (formerly a pot- 
boy), of intemperate habits, was admitted to St. Mary's 
Hospital on April 4, 1894, suffering from ascites. The 
man w^as plump, soft of skin, flabby of flesh. The 
abdomen was much distended with fluid, measuring 
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forty and a quarter inches in circumference. The hanl 
edge of the liver could just be felt below the margin of 
the ribs, the heart-sounds gave a slight apex bruit, and 
the apex was pushed up to the fourth space. There 
was no hypertrophy. A few medium moist r^les were 
audible at the base of the lungs. The urine had a 
specific gravity of 1037 and was free from albumen. 
He was tapped nineteen times between April and 
August, nearly 3,000 02. being removed. On August 9 
he was tapped for the last time. The edge of 
the liver was not to be felt. The fluid did not 
return, and he was discharged on September 20, 
apparently well, after being under treatment for six 
months. On June 18 of the following year he called 
to report himself. He complained of loss of appetite, 
but he still had a fair amount of subcutaneous fat, and 
was moderately well nourished ; there was no return of 
ascites. The liver could be felt, just below the costal 
margin, extremely hard. 

In the following August he was readmitted for 
haBmatemesis. The liver could just be felt. There was 
no ascites. The urine was of specific gravity 1020, 
with a trace of albumen, and there was a systohc 
bruit in the aortic area. Hsematemesis recurred, and 
he died the folioT^'ing day — a year and a half after 
coming under treatment for ascites. 

At the post-mortem exammation the Hver was 
found to be contracted, weighing 48^ oz., markedly 
hobnailed and tough, covered with th'ck false mem- 
brane, the spleen enlarged^ the kidneys enlarged slightly. 
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otherwise Bormal. The valves of the heart athero- 
matous, othervrise the heart was normal. There was 
no general peritonitis. 

Again, a woman of thirty-nine (E. M.), an ac- 
knowledged spirit drinker, was admitted into St, 
Mary's for jaundice and ascites in July 1893 ; was 
tapped twice ; and, the ascites not returning, she went 
out apparently well, to be readmitted in January 1894, 
six months later, vrith a retxirn of ascites. She was 
again tapped, once only ; and remained without much 
return of fluid until January 1895, when she was again 
admitted and tapped a fourth time. 

By some mischance, which could not be traced, 
suppurative peritonitis supervened, and the patient 
died^one and a half year after first coming under 
treatment for ascites. 

The post-mortem was most instructive, on account 
of the extremely small si2:e of the liver, which weighed 
only 18 oz., instead of 50 oz., and was typically hobnailed, 
with abundant adhesions between the Uver and neigh- 
bouring organs, great thickening and shortening ot 
the large intestine — the ascending colon being only 
two inches in length— and the fact that no morbid 
changes were found in the kidneys. 

Take, again, another case (that of a man who came 
ijnder the care of my colleague, Sir W. Broadbent), 
E. P., a florid but fairly healthy-looking man aged 
thirty-three, with a history of alcoholism, but none of 
syphilis. 

He was tapped eleven times between 1893 and 1896 
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a space of three years, coming into hospital eight times 
for the purpose. The Hver was small, only just felt at 
first ; and at the last visit, in June 1896, its size could 
not be made out. The man left hospital at that time 
apparently well, and was lost sight of afterwards. 

Take, again, a case such as this : 

The patient (Q. T., Sir W. B., December 1893), a 
man set. thirty-five, was tapped eleven times for ascites 
w^hich had been first noticed in July 1892. It being 
found impossible to remove aU the fluid, a localised 
collection was suspected, and for this laparotomy was 
performed in December 1893, nearly a year and a half 
after the first appearance of ascites. The diagnosis of 
a localised collection was verified ; chronic peritoneal 
adhesions were found shutting in fluid between the 
stomach and diaphragm. The operation, however, 
proved fatal. 

Post-mortem : Advanced atrophic cirrhosis, peri- 
hepatitis, perisplenitis, and perienteritis were found. 
The kidneys were unaffected. 

In this case perihepatitis may have played a part 
in the production of the abdominal dropsy. It seems 
to me immaterial, except as it might a6fect the possi- 
bility of a favourable issuej whether the fluid was 
poured out as the direct result of portal obstruction, 
or of an associated local peritonitis, due to the engorge- 
ment of the hepatic peritoneum from this same ob- 
struction, or to alcoholic irritation. However this may 
have been, the case was one of advanced cirrhosis 
and ascites, and the kidneys were unaffected. 

F 
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In my notes I find a number of other cases of 
atrophic cirrhosis in which Hfe has been prolonged for 
considerable periods after the first appearance o! 
ascites. 

Apart, however, from these observations of mine, 
there is evidence from other sources as to the occa- 
sional prolongation of life in atrophic cirrhosis for a 
considerable period after the betrayal of its existence 
by the occurrence of dropsy. 

One such is recorded by Dr. Bristowe,* in which 
the patient remained well for six years. The man 
was a drinker, had alcohohc neuritis, and the liver was 
not enlarged. 

The most notable case I have found on record is 
one given by Dr, Hawkius in his important article 
on cirrhosis in * AUbutt's System of Medicine.* 

The patient, a free drinker, came under the care oi 
Dr. Murchison for alcoholic cirrhosis and ascites 
From that time he became a total abstainer and for 
tw^elve years enjoyed fair health. At the end of that 
period he came into St. Thomas's Hospital with 
granular kidney and peritonitis, of which he died. 
The post-mortem examination showed a hobnailed 
liver with multilobular fibrosis and thickened capsule 
adherent to the diaphragm. 

In the hypertrophic form, however, the prognosis 
is less gloomy. In the majority of cases, indeed, the 
disease progresses to a fatal ending, but far less 
certainly, and, as I have seen it, less rapidly, than in 

1 BriL Med. Joum, April 1892. 
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the contracted form. As I poioted out in 1892/ it is 
the large hver which gives promise of recovery. 
Curiously enough, however, according to Dr. Eolleston 
and Dr. Penton's statistics/ and those of Dr. Pitt,* 
patients with enlarged livers, who die, are younger 
than patients who die with contracted livers. There 
iSj however, no incompatibility between the two state- 
ments. The patients with enlarged hvers are younger 
than those with contracted liver ; if they die they die 
younger probably. 

This does not, however, afifect the question whether 
more of these recover, or prove that, although they die 
younger on the average^ some do not run a protracted 
course. 

Again the cirrhosis of the enlarged liver is said to 
be more acute, and this I believe is so, as I shall show 
later. But this refers only to its deyelopment ; its after 
course may be prolonged. 

In some instances, no doubt, the estimation of the 
size of the liver during life is liable to error. A con- 
tracted liver displaced downwards may be mistaken for 
actual enlargement, especially in the case of women, 
and when ascites is present; and, on the contrary, a 
large liver may be mistaken during life for a small con- 
tracted one, when it is bound by adhesions to the 
diaphragm and tucked away under it. Each of these 
cases has happened within my knowledge ; but once 
only, I think. In all other cases which have ended 



* Brit. Med. Journal, NoTcmber 10, 1892. 
« Birminf^Jitiin Med. Rei\ October lft(»6. * Path. Travs. vol. xi 
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fatally and the condition of the Hver has been verifie 
by post-mortem examination, the diagnosis of enlarge- 
ment or contraction has proved to be correct. Be this 
how it may, however, to put it broadly and speaking 
clinically, the cases which do w^ell are those in which 
the hver, apparently large, exposes a flat hard surface 
to the abdominal front, ejctendiug far below the edge of 
the ribs, and sometimes down to the umbilicus. 

In three cases of recovery from alcoholic cirrhosis 
with ascites, recorded by Murchison, the liver was 
enlarged. In another attributed to mitral disease of 
the heart the liver was enlarged. In one of the four 
cases observed by Dr, Briatowe the liver 'was greatly 
enlarged. In two cases recorded by Dr, Dickinson,' in 
which recovery took place after extreme ascites de- 
veloped, and in one of which the diagnosis was verified 
on death from cerebral abscess two years afterw^ards, 
the liver was described as hypertrophic. 

In eleven other cases, w^hich I have culled from 
various authorities, in which recovery is stated to have 
taken place, and the patient to have regained apparent 
health, for periods varying from one year to eighteen 
years, the liver w^as stated to be enlarged in six, con- 
tracted in one, and the condition not stated in four. 

This fact of the more favourable prognosis in 
cirrhosis when the liver is enlarged was recognised 
by Haoot and Gilbert,^ wdio, wTiting of alcoholic 
cirrhosis, afi&rmed that the hypertrophic form was the 
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most cnrable, and that all the most successful cases 
thej had seen were of this type. 

In my address in 1892 I enumerated eight cases of 
hepatic ascites, in which relief of the ascites and 
restoration of general health took place. 

To these cases of recovery, temporary or prolonged, 
I may add three more, making eleven in alL 

These are exclusive of those instances in which 
there was mere relief of symptoms, sufficient to permit 
of discharge from hospital, and private cases which 
were not traced afterwards. 

Of these eleven cases the liver was greatly enlarged 
in seven, considerably enlarged in one, slightly enlarged 
in two, and in one the condition of the liver was not 
asceitained. 

If 1 add to these cases nineteen others, in which 
relief was such as to warrant discharge from hospital, 
or, in private cases, cessation of attendance, there are 
thirty in which recovery, either temporary or prolonged, 
resulted. I may remark with regard to the St. Mary's 
cases that they were not merely tapped and discharged 
at once, but kept in for considerable periods, until 
recovery appeared to be stable and maintained. Of 
these thirty the liver was markedly enlarged in nineteen 
instances, normal or slightly enlarged in three, 
smaller than normal in five, and in the remaining 
three the condition was not ascertained. 

So that here, again, in nearly two-thirds of the 
cases in which good was effected by treatment, the 
liver was enlarged. 
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One salient feature of the cases which ai^e capable 
of relief or recovery, then, is that the liver is enlarged. 

The next question that offers itself is, whether any 
of these were cases of genuine alcobolic cirrhosisj or 
were they merely instances of syphilitic fibrosis? 

A certain proportion of cases of cirrhosis with enlarge- 
ment w^hich recover are undoubtedly syphilitic, having 
a history or marks of syphiHs, or yielding to antisyphilitic 
treatment ; as, for example, a case recorded by Miirchi- 
son, one by Sir Grainger Stewart, and three under my 
own care. Often, however, in syphilitic fibrosis con- 
traction proceeds together with gummatous formation, 
and no great enlargement takes place. 

It must, however, be borne in mind, as I have said 
before, that there is a close social relation between 
alcohol and syphilis, and that in some instances both 
these factors may be engaged. 

Further, in certain instances, as I know by grievous 
mistakes in diagnosis, syphilis exists when there is no 
history of it to be obtained ; where there is nothing in 
the physical character of the liver, as far as can be as- 
certained during life, to suggest it even. As I urged 
before, there may be no history of syphilitic infection, 
no irregularity of sinrface, no enlargement or marked 
contraction discovered, and yet the condition be syphi- 
litic* There is, however, sometimes, as in the instance 
already mentioned, extensive persistent or recuiTent 
perihepatitis, which, in the absence of distinct renal 
disease, is in itself suggestive of syphilitic origin ; and its 
occurrence should always arouse suspicion. Apart from 
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these cases, however, of syphilitic or mixed syphilitic 
and alcoholic hj'pertrophic cirrhosis, there are, as has 
been shown already, instances in which the disease is 
of purely alcoholic origio. These also are to he included 
amongst the cases of hypertrophic cirrhosis which now 
and again recover. Syphilitic cases, it is generally 
allowed, occasionally recover. A certain proportion of 
cases of hypertrophic cirrhosis, also, in v^hich no cause 
except alcoholic stimulation can be traced — in which 
sj^Tphilitic remedies are useless, and even harmful— from 
time to time recover sufficiently to enjoy apparent 
health for years. 

Three cases recorded by Murchison were alcoholic in 
origin. In six cases of h3rpertrophic cirrhosis under 
my care, which recovered lor long periods, four were 
judged to be purely alcoholic, one alcoholic and pro- 
bably syphilitic also, and one syphilitic and probably 
also alccholic. 

Another condition, in addition to the hypertrophic 
enlargement which marks the cases promising recover}'^ 
is the state of general nutrition. The patients who 
recover are, as a rule, comparatively healthy in appear- 
ance, not emaciated nor cachectic. 

The significance of this lies of course in the evidence 
it affords of the efliciency of the vital functions of the 
liver. It shows that suflicient gland structure remains 
intact to serve the purpose of nutrition. 

In some cases of syphilitic affection which get well 
the cachectic state may be marked. In the pure 
alcoholic cases, however, all the patients who have 
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recoYered within my personal knowledge have been in 
fiiir condition generally, not distinctly cachectic or 
greatly emaciated. 

Another fesLture of the cases which are of more 
favourable prognosis is that they are as a nile younger 
than those which end fatally. Of the eleven cases of 
recovery which I adduced, I omit five in which 
the further history was imperfectly traced. In the six 
others the later career was ascertained for periods 
ranging from one to eleven and a half years. The 
average age is just over thirty -nine. 

In thirty-one cases of recovery recorded by others 
the average age is, curiously enough, almost exactly the 
same, just under thirty-nine. 

Further, in the enlarged liver we find a texture 
tough and hard, but not of that leathery hardness and 
toughness found in the contract ted form ; there is little 
tendency to contraction, unless it be some drawing in 
of the surface at interlobular points, giving the appear- 
ance of slight granulation. 

Microscopically, the connective tissue development 
is as a rule in a more active stage than in the atrophic 
form, the fibrosis more diffuse and finer, and one in 
which cell proliferation is conspicuous. Thus in the 
case (S, No. 8) of extreme alcoholism, in which the 
liver weighed 114 oz., the liver was smooth, with- 
out thickening of the capsule, or any peritonitis ; the 
connective tissue cellular elements greatly increased, 
but the fibrous tissue imperfectly formed. In another 
(G. M., Case 11), not traced to alcohol, in which the liver 
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weighed 72 oz., the same active cell proliferation was 
observed. 

In the case of the boy (A, A,) with enormously 
enlarged liver, previously described as probably a 
cirrhosis of congenital syphilis, this appearance of active 
cell proliferation and imperfectly developed fibrosis 
was most conspicuous. In a case of hypertrophic 
alcoholic cirrhosis recorded by Murchison, in which the 
liver weighed 80 oz., the nuclear element was observed 
to be extremely abimdant. 

This sign of an active process appears to prevail 
chiefly in hypertrophied forms, and suggests a 
more acute condition than the mature fibrosis of 
the contracted form, which bears evidence of a 
chronic and advanced development. Possibly in some 
instances of early atrophic cirrhosis nuclear growth 
may be conspicuous ; in cases, however, which progress 
to a final stage, and in which death results directly 
from the liver affection, the contrast between the two 
conditions of fibrous change is generally distinctly 
marked. 

Dr. Price/ as the result of his investigation of 143 
cases of cirrhosis, came to the same conclusion, viz. 
that the large cirrhotic livers represent a more acute 
form of the disease than do the small. 

If these conclusions are confirmed, I think that 

some of these cases of hj'p^ertrophic alcoholic cirrhosis, 

in younger subjects, might be termed acute cirrhosis ; 

set up by more acute and extreme drinking, probably 

> Guy^s Eospital Reports^ Series III. ¥oL xnvu. 
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of more dilute alcohol in large quantity, as contrasted 
with the cirrhosis of older persons whose steady and 
protracted, but less intense, drinking, of more concen- 
t rated spirit spread over many years, produces a more 
dense and mature fibrosis, with greater destruction of 
secreting tissue* 

The characteristics of these cases of cirrhosis 
which are amenable to treatment, and run a more 
favourable course to arrest, or recovery — viz. an en- 
larged liver, the earlier age of the subjects, and the 
fact that they are generally in a condition of good 
nutrition, not emaciated, cachectic, alcoholic wrecks — 
are, I think, important. They all point to the conclu- 
sion that the morbid change is of a more active 
character than in the less favom*able contracted form 
of cirrhosis, in which the invading tissue is of gradual 
and slower growth, and in a more advanced state of 
formation. 

To sum up. The distinctive features of the favour- 
able cases are : 

1. The liver is large, the cirrhosis probably more 
acute. 

2. The subjects are on the average younger than in 
the less favourable cases of contracted liver. 

3. They are in a condition of fairly good nntri* 
tion. 

Lastly, they are, as a rule, either exceptionally 
hard drinkers, acute drinkers, or they are syphilitic. 

It may be asked with regard to these cases of 
apparent recovery in syphilitic and alcoholic cirrhosis, 



I 



PERMANENCE OF RECOVERY 75 

as shown by subsidence of ascites and recovery of general 
health, how far this remained permanent. 

There is nothing more diflBcult, as every hospital 
physician knows, than to trace out cases to their con- 
clusion. Leaving aside all which have been lost sight 
of quickly, I have been able to follow out the history 
with some completeness in six instances, viz. for con- 
siderable periods, varying from one to twelve years, two^ 
to my knowledge, surviving to this day. Others I have 
observed for less, although for considerable periods, at 
the close of which the recovery remained unimpaired. 
To show more completely the course and character of 
these cases I shall state some of their salient features 
in the next lecture. 
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LECTURE III 



Treatment — The chief objects to b€ soaght — Maintenatiee of the status 
giio— Easing the work of the crippled machinery— Compensation for 
hepalic inefficiency — Relief of portal circulation— Diet — Saline laxa- 
tives — Gastric antiseptics — Tonics — Mercnry and the iodides— Digi* 
talis in cardiac debility and dropsy — Removal of aBcites — Evil eflfecta 
of abdominal distenBion on organs — Purgatives — Diaretics— ReBtric- 
tion of drink — Paracentesis — Former objectiona to it— Importance of 
its early use— Cases in illustration— Part played by the heart in 
hepatic ascites— Cardiac inefficiency a factor— Cases in illustration 
— Conclusion. 

The treatment of cirrhosis resolves itself, chiefly, into 
an attempt to preserve the status quo, as far as the 
liver is concerned ; to prevent the disease advancing ; 
and to relieve any difficulties or imperfections which 
may arise in the bodily condition, as the result of the 
hepatic inefficiency. 

No remedy will remove the fibrous tissue which 
has choked the liver-cells. No drug will restore the 
cells thus destroyed. 

The only condition in which the invading agent 
can be removed, to some extent, by treatment, is in 
the early stage of syphilitic cirrhosis ; when the 
gummata are not yet organised, and the arteritis 
and perihepatic inflammation are comparatively 
recent. 
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For the reBt^ all that can be done is to attempt to 
relieve the injm^ed machinery, and supplement its 
powers, BO that the crippled organism may survive. 
When the injury is not extreme this can be done, and 
the cirrhotic patient hold on to life, in fair health and 
comfort, sometimes for years. 

With regard to the first great canon of treatment, 
the prevention of increase of fibrosis and destruction of 
liver tissue, absolute abstention from alcohol, and all 
stimulating ingesta, is of course the prime necessity. 
It is as essential in the syphilitic, malarial, and 
nephritic cases as in those of direct alcoholic origin. 
There is, however, one reservation to be made. When 
the last stage of emaciation and exhaustion has been 
reached, the total privation of alcohol, as we often see 
in hospital wards, hastens the final collapse. 

And in the same way all foods which tax especially 
the physiological function of the liver, and therefore 
tend to embarrass and engorge it, such as those rich 
in fats and sugar, should also be given in reduced 
quantity, or altogether prohibited. 

The diet should be restricted to milk, eggs, the 
simpler proteids, bread, and fresh fruit and vegetables. 

It is to be remembered that not only is the passage 
of nutriment prepared by gastric and intestinal diges- 
tioD, for distribution by the systemic vessels, interfered 
mth by the portal obstruction, but that the glandular 
structure of the liver is partly destroyed, and its 
physiological function necessarily impaired also. 

We are too apt, I think, to look upon the question 
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of nutrition in cirrhosis as one of mere difficulty of 
transport ; whereas it is largely one of preparation for 
absorption and assimilation, and of elimination. The 
secretion of bile ; the glycogenic conversion of the 
carbonaceous elements of food ; the curious part 
played by the liver in the metabolism of nitrogenous 
waste, are all interfered with ; and the general nutri- 
tion of the body suffers in like degree. 

In all cases, therefore, where signs of defective 
nutrition appear, such as wasting, aneemia, debility, it 
is w^ell to supplement the work of the digestive 
machinery by artificial means. Predigested foods, 
especially pancreatised preparations, or pancreatin in 
keratin capsules, given with food, are useful aids to the 
defective liver function. 

Further, taking into consideration the embarrass- 
ment of the portal circulation, and the consequent 
engorgement of all the viscera, whose venous drain lies 
through the portal, this condition should be relieved 
by mild laxatives, such as salts of soda and magnesia. 
Bhubarb, or cascara, or other unirritating drug of the 
kind, may be added to quicken the action of the salines, 
if necessary ; but anything like hard purging should 
be avoided* To these laxatives iron also, or the bitter 
tonics, as quinine or strychnine, may be added on 
occasion. 

In the flatulent dyspepsia which so often troubles 
the cirrhotic patient, full doses of bicarbonate of soda 
with aromatics, or hyposulphite of soda, or creosote, or 
carbolic acid, may be given to arrest fermentation. 
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There are, however, three dnigs which, more than all 
others, are capable of signal service in appropriate cases : 
they are mercury, iodide of potassiuni, and digitalis. 

Mercury and the iodides, especially the latter, some- 
times effect a marvellous change in syphilitic cirrhosis, 
in virtue of their power in arresting gummatous 
formation, endarteritis, perihepatitis, and their conse- 
quences» The usual rule laid down is that, if there is 
any reason to suppose the affection to be syphilitic, 
iodide of potassiuin should be given. I would, how- 
ever, urge that these remedies ahoiild be given, not only 
when there is reason to suppose the cause to be syphilitic, 
but given also steadily in all cases where, by any re- 
mote possibility, the sj^philitic factor may be concerned ; 
even when the patient is convicted of alcoholism. As 
I have pointed out, the social connection between 
syphihsation and alcoholism is naturally a close one ; 
moreover, the syphilitic liver frequently closely imitates 
the alcoholic liver, and a mistake may be fatal. 

In a case recently under my care the liver was 
studded with gummata, bound down by abundant 
perihepatitis, and tucked away under the diaphragm, so 
as to present all the physical signs of a small contracted 
liver. The patient was a butler : there was no history 
of syphilis to be made out on minute inquiiy. He was 
a married man with a family of healthy children. 

Antisyphilitics were given at first ; aiid then, un- 
fortunately, under the strong presumption of alcoholism, 
they were abandoned, and the chance of recovery lost. 

Digitalis, again, is of material service in those 
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numerous cases in which there is weakness and dilatation 
of the heart. The enfeebled, dilated state of the heart, 
so commonly present in cirrhosis, and the condition of 
the cardiac muscle found after death, explain the often 
beneficial influence of digitalis and like cardiac tonics. 

THE TREATMENT OF ASCITES 

The main interest in the treatment of cirrhosis 
centres in the ascites. In the majority of cases, it 
is this sjTnptom which betrays the existence of the 
disease. It is a sign that tension in the portal vein, 
and its tributaries in the peritoneum, has been raised 
to the oozing point, or has set up inflammatory 
effusion ; that the flow of nutriment from the alimen- 
tary canal into the general circulation is gravely 
impeded ; that the liver function is seriously impaired. 
It is not, however, from this point of view alone that 
the advent of ascites becomes so important. 

It is rather the mechanical effect of the distension 
of the abdomen with fluid which is so serious. The 
diaphragm is pushed upwards, so that abdominal 
respiration almost ceases, and the lungs are imperfectly 
inflated. Congestion, collapse, and basal bronchitis 
follow, and not infrequently effusion into the pleura in 
addition. 

The heart is pressed upwards and embarrassed, and 
the impediment to the circulation, already existing in 
the pulmonary and systemic vessels, thereby greatly 
increased. The movements of the stomach are ham- 
pered, and the circulation in that chief organ of diges- 
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tion, already interfered with by the portal blockage, is 
made still more difficult. 

In the same way the spleen, the pancreas, the 
intestines, the liver itself, all suffer from the pressure of 
fluid upon them, and upon the vessels of the portal 
system ; and the vicarious flow through vense commu- 
nicantes is interfered with in like inanner. The 
kidneys indeed, which do not discharge into the portal 
system, are not directly affected by the venous block 
there. The renal veins are, however, affected by the 
pressure of the effusion into the abdominal cavity ; and 
the congestion of the kidneys, which arises in extreme 
ascites solely as the result of pressure, and is at once 
relieved by its removal, affords most significant evidence 
of the disastrous effect of this continued distension of 
the abdomen by fluid. The urine becomes scanty, 
high-coloured, albuminous, and sometimes contain h 
casts. There ensues in fact a nephritis ; disturbance of 
the renal function ; a uraemia, adding systemic poison- 
ing to the other disorders. 

Although there may be difference of opinion as to 
the course to be pursued in order to remove the fluid, 
and toi relieve this general oppression of the vital 
organs, there can be none, I think, as to the necessity 
for doing so by some means or other. The only question 
is when and how it should be done. 

There is no more painful clinical picture of hopeless 
disease and helpless therapeutics than these cases of 
ascites, left unrelieved in their increasing exhaustion 
and distress. The question is not one of mere relief of 

G 
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distress, however ; it is one of releasing the embarrassed 
vital organ from fatal pressure, of improving the 
general pathological conditioDj and making tempcurary 
recovery possible. For, as I have shown, ascites does 
not arise in the last hopeless stages of atrophic cirrhosis 
ouly^ but nov^r and again appears earlier, when something 
more that mere temporary relief may be hoped for. 

The practice adopted for this purpose of old was 
to attempt to carry off the fluid by hydragogue purga- 
tives and by diuretics. Now with regard to the 
former, it may be afi&rmed, without hesitation, that 
hard purging is, in these cases, a pernicious and fatal 
practice. It is in most instances absolutely ineffectual 
as a means of reducing the dropsy ; it is most effectual 
in reducing the strength and nutrition of the cirrhotic 
patient, already enfeebled by the difficulty of dramng 
a minimum of aliment through the obstructed vessels. 
This diiiiculty is increased by purgation ; the nutrient 
fluid is hurried through the aUmentary canal too 
rapidly for absorption. The flow is set ow^wards 
instead of inwards. 

The plan of giving the purgative in the early morning 
before food ia taken mitigates, but does not neutralise, 
the ill effects ; a large amount of nutrient material 
remaining from previous meals is drained away* 
Further, this favours the onset of diarrhoea, which is 
only too apt to set in spontaneously, is most difficult 
to control, and of evil augury. 

The expression ' purged to death * is, not un- 
frequently, sadly appropriate to the records of cirrhotic 
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ascites. Therefore, although a few sharp doees of 
aperients maybe useful at the outset, when the patient 
is comparatively robust^ free purging is a fatal device 
when the patient is enfeebled ; and in any case is to 
be deprecated as a continued treatment. 

With regard to diuretics, it may be said that, where 
the kidneys are sound, they are harmless ; where 
diseased, injurious. They are, moreover, constantly 
futile. Cases are indeed recorded where the action of 
diuretics is credited with the cure of abdominal dropsy. 
I have tried them all, and, as a means of removing the 
copious effusions of hepatic ascites, with entire want of 
success. As a matter of fact, in this condition, as 
Murchison pointed out, ' diin-etics are of little avail/ 
The pressure on the renal veins so interferes with the 
circulation through the kidneys that diuresis becomes 
impossible. It has been found that, whilst the most 
powerful diuretics have failed to excite the flow of 
urine in ascites, the removal of fluid by paracentesis is 
often followed by a copious flow even without the aid 
of diuretics. 

In a paper published in the ' Lancet ' more than 
twenty years ago " I discussed the treatment of diopsy 
of various forms on the plan of restricting the inflow of 
fluid by restricting the drink of the patient, thus com- 
pelling the body, by limiting the intake, to reappro- 
priate some of the outflow, and hence favour absorption 
of effusions. 

I found that in cases of renal dropsy it wa» 
* LanceU 1S78, 
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unquestionably injurious, lessening the flow of urinary 
excretion — in cases of cardiac dropsy of doubtful 
service — but in hepatic ascites usually weU borne, and 
of some value as an adjunct to other treatment. In a 
recent article on dropsy Dr. Dickinson cites two cases 
of hepatic ascites in which this method proved suc- 
cessful.* 

PARACENTESIS 

The only rehable plan of removing the abdominal 
fluid, however, is to draw it off by mechanical means. 
The postponement of the operation until the vital 
machinery is seriously embarrassed is, I am convinced, 
a fatal error. Why should we persist in exhausting 
our debilitated patient, in the vain attempt to remove 
fluid by drugs, through the roundabout channel of 
bowel and kidney ? Why waste time in these futile 
endeavours, and allow the vital organs to become more 
and more engorged and injured, when the fluid can be 
withdrawn directly and more effectually by the simple 
agency of a Bouthey's trocar? The good eflected is 
great, the risk, in these days of antiseptic surgery, of 
the smallest, 

I presume that the main reason for the tardy adop- 
tion of earlier paracentesis lies in the fear of septic 
peritonitis ; and the fact that the weight of authority 
against it, except as a last resource, has been over- 
whelming — Sir Thomas Watson, Niemeyer,Tbierfelder, 
Aitken, Bristowe. Some objected chiefly on the ground 
that it was useful only for the relief of suffering — 

' AUbufTs System of Medicine, vol. t. p. G90, 
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Frerichs objected to it on the ground that the 
counter-pressure of the ascitic fluid upon the peritoneal 
vessels lessened the rapidity of effusion. Others, again, 
objected on account of the loss of albumen involved. 
Murchison and Bristowe, however, modified their 
views at a later period, and sanctioned paracentesis 
before an extreme stage was reached. 

I have known only four instances in which para- 
centesis proved fatal from resultant peritonitis. Tw^o 
were in the period before antiseptic precautions were 
observed, the third was due to accidental displacement 
and infection of the drainage tube by the patient during 
the process ; the remaining one was unexplained. 

It is true that, when the operation is postponed 
until the patient is in the last stage of cachexia and 
exhaustion, tapping sometimes hastens the final failure ; 
but I have never seen this in the earlier stages, 
before the general health has been gravely impaired. 

As a matter of curious interest I may say I have 
recently had under my care at St. Mary's a man of 
forty-niae who was tapped for ascites in St. George s 
Hospital^ I thinkj by Mr. Caesar Hawkins, forty years 
ago. 

The first physician to insist upon the advisability 
of tapping early was, I think, Dr, Austin Flint, in 
America, as long ago as 1863. Writing in 1883 ^ he 
says : * In concluding my clinical report on ascites tw^enty 
years ago, I used the following language — " Unpromis- 
ing as are the majority of cases of ascites, I cannot but 
> BtiL Med. Joumah ises, vol ii. p. 566* 
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believe that, as regards prolongation of life, and as 
luiich improYement as is compatible with existing 
struct oral disease, the success of medical practice would 
be enhanced by employing less, than has been the 
custom, diuretics, hydragogue cathartics, and depressing 
remedies, and by resorting earUer than is usually done 
to tapping. After the added experience of twenty 
years I hold to the same belief, with a strong convic- 
tion of its correctoesB, as based on reason and clinical 
facts/' * And he gives ten cases showing faYourable 
results in support of this opinion. In 1872 Dr. 
i'^rederick Roberts ^ advocated repeated tapping, and 
also gave a series of cases as evidence of its Buccess.1 
In 1873 Dr. McCrew,^ and in 1881 Dr. Duncan « ex- 
pressed similar conclusions* 

When I ventured eight years ago to urge the em- ^ 
ployment of early and repeated paracentesis in hepatic 
ascites, in a discussion on the subject at the meeting 
of the BritiBh Medical Association in Nottingham in 
189*2, opinion upon the subject proved to be still much 
divided. At that time all the text-books of medicine, 
as far as I know, with a solitary exception, agreed in 
repeating without question the old stereotyped rule, 
tliat the operation should be postponed as late as 
possible Now, however, this view has been modified, 
ill so far that paracentesis is sanctioned by most 
authorities when the pressure of the fluid is obviously 
causing embarrassment of the viscera, 

» Fractitiomr, 1872. ^ DuhUn Med. Journal, 1873* 

» BrlL Med, Journal, 18SI. 
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As a matter of my personal experience, in every 
instance of marked hepatic ascites which has done 
well, early and repeated paracentesis has formed an 
essential part of treatment. Before this was adopted, 
the results, in my practice at all events, presented one 
long uniform list of melancholy failures ; and in the 
vast majority of cases of hepatic ascites recorded where 
the condition has been successfully treated by others, 
repeated paracentesis has also formed a main feature of 
treatment. 

In the least favourable form of atrophic cirrhosis 
even, where the good effected is only transitory, and 
nothing can reasonably be hoped for beyond a respite 
of a few months, paracentesis is beneficial, if not left 
too late. The early removal of the ascitic fluid enables 
the patient to live longer in comparative comfort, 
instead of struggling through a shortened life in hope- 
less unmitigated distress. 

In discussing the question of viability and prognosis 
in the preceding lecture I histanced a number of cases 
which support this view; in most of those whicli 
proved fatal the correctness of diagnosis was proved 
by post-mortem examination. The only explanation 
of the less favourable results attained by some others, 
which I can offer, is that possibly the operation was 
postponed to too advanced a stage of disease ; or not 
systematically repeated at proper intervals, and the 
case retained under close observation and treatment 
throughout. Tapping in the very last stage of 
cirrhosis frequently hastens death ; and a single 
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paracentesis without repetition, or repeated only too 
late when symptoms again become urgent, is of little 
service. In the auccessful cases which I have to record, 
the patients were retained in hospital, or under constant 
medical care in private, until fluid ceased to return and 
health was fairly restored, * Tap and turn out ' is a 
mr>st unsatisfactory practice, futile and delusive. 

The removal of fluid by contintious drainage has 
been practised with some success by Dr. Caill^ and 
Dr. Elliot in America, and by Dr. Urso in Italy. In 
some cases of mine, where the puncture of paracentesis 
has remained open, and drainage continued for days, the 
results have been satisfactory, except for the manifest 
discomfort involved. A more drastic plan of promoting 
adhesions of the liver and spleen to the parietes by 
surgical operation has been advocated, with the idea 
of aiding the development of new vascular channels. 
It seems at first sight somewhat like the partial 
closure of a safety valve, preventing automatic easing 
of the portal vascular stress by serous oozing. 
Nature's operations in this direction of adhesions 
in cirrhosis are not apparently favourable, and 
associated with the most intractable cases ; they do 
not suggest an imitation of her methods. 

The course of these cases of cirrhosis which have 
resulted in restoration of health for lengthened periods 
— cases in which the return to health has been such as 
to warrant the term 'recovery* — is most satisfactorily 
illustrated perhaps by a brief description of some of 
the most remarkable and representative amongst them. 
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■ Case I, — The first was that of a patient sent mto 

I St. Mary's Hospital in October 1883 as suffering from 
Bright *s disease. He was a man of thirty, of great stature 
and fine build, slightly jaundiced, and he had lost a 
good deal of flesh. The ascites was extreme, the legs 
below the knees oedematous, but there was no general 
dropsy. The liver was greatly enlarged and hard, 
reaching half-way to the umbilicus, the heart displaced 
upwards, but the sounds normal, the lungs clear. The 
urine contained one-sixth albumen, and both hyaline and 
granular casts, but no blood. 

The patient was a carman, and confessed to taking 
seven to eight pints of beer a day, with haK a quartern 
of rum before breakfast, and he suffered from morning 
diarrhoea. 

The case was regarded as one of alcohoHc cirrhosis, 
and treated in orthodox fashion by cathartics, and 
diuretics, and tonics, paracentesis being postponed until 
urgent symptoms should arise. 

The man got steadily worse, the lungs became 
engorged, distension extreme, dyspnoea and distress 
great. Then, secundum artem^ paracentesis was per- 
formed as a mere matter of relief, 400 oz. being drawn 
off. The patient slept well that night for the first 
time for many weeks. 

At this junctare the patient complained of sore 
throat, and a small ulcer was observed on the soft 

k palate. It was then remembered that both the man's 
testicles had been removed, one for * strumous disease ' 
five years before, and the second eighteen months ago 
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for ' tuberculous afifectionJ On further inqtiiry it was 
ascertained that he had suffered from venereal disease 
fifteen years ago, and chancre scars were visible* 
Although the condition of the hver itself was not sug- 
gestive of syphilis, it was recognised that even surgeons 
are human and fallible, and that, probably, the affection 
of the testicles was syphilitic, not tubercular. Iodide 
of potassium was accordingly given in doses of ten 
grains three times a day. This was not followed by 
any immediate improvement, and in three weeks the 
man had falleo back into his former condition of 
extreme distension and urgent distress. 

Paracentesis was again performed, and the iodide 
continued. From this time improvement set in, and 
was continuous. Albumen disappeared from the urine* 
Appetite returned. Tapping was repeated four times 
more. The intervals between the tappings grew 
longer ; the amoimt of fluid withdrawn less ; and after 
the sixth operation the ascites returned no more. 

The patient was finally discharged seven months 
after admission^ to all appearance strong and hale, 
without a trace of renal or cardiac disease. The liver, 
however, remained large and hard as before. 

The man came to hospital for examination a year 
and a half afterwards : he had remained well and 
robust, had walked ten miles with his horses the day 
previous. The liver condition was unchanged — en- 
larged and hard. 

This caae was especially interesting tome, because, 
^p to this time, I had never seen recovery from 
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hepatic ascites when the dropsy, emaciatioOi and ex- 
haustion had progressed to such an extent as in this 
instance. In all previous casee, in spite of treatment, 
and I am afraid too often inconsequence of treatment, 
the patients invariably went from bad to wor&e. In 
one or two cases I had seen ascites disappear, but 
never the patient get welL 

The relief afforded to the oppressed organs by the 
removal of the ascitic fluid, the absence of any material 
progress under iodide of potassium until the general 
deadlock was relieved by a second tapping, followed by 
repetition, before serious visceral engorgement recurred, 
compelled the opinion that blind following of the 
routine practice of postponing mechanical relief as late 
as possible was a mistake, and that not only were the 
patients' sufferings thus needlessly aggravated, but their 
chance of life seriously endangered or destroyed. 

Subsequent experience has amply confirmed this 
judgment. The absence of improvement under iodide 
at first, and the favourable effect of tapping, leave it 
uncertain how far alcohol, and how far syphilis, were 
factors in the case. Probably both played a part. 

Case II.— The next case is adduced as being probably 
an example of the condition of masked syphilis, of which 
I have spoken. The patient was a woman of forty, with 
enormous ascites, the abdomen measuring 43f inches. 
She was thin, emaciated, not oachectic, and not jaundiced. 
The liver was just felt below the margin of the ribs 
after tapping. The body had begun to swell nearly 
two years before, and she had already been tapped five 
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times. She had had much pain in back and side, and 
five months ago her legs began to swell. There was 
no sign of heart or renal disease. There was no history 
of alcoholism, and the woman had not the appearance 
of a drinker. There was no history of syphilis, nor 
sign of it* The patient was a married woman with 
one healthy child and had had no miscarriages. 

Physical examination showed that the dropsy was 
not ovarian ; that there was no matting of intestines, 
or omentum, suggestive of tuherculosis. Alcoholism, 
heart disease, peritonitis due to kidney disease, or to 
tuberculosis, seemed all precluded — and it was judged 
to be most probable that the affection was syphilitic 
cirrhosis with perihepatitis ; a condition so often 
neither indicated by history nor betrayed by physical 
evidence. 

This diagnosis was strongly confirmed by the sub- 
sequent progress of the case. Pleurisy, pericardial 
friction, sUght hEemoptysis occurred, suggesting the 
presence of gunimata in the lung — a condition found 
to exist in another case of syphihtic cirrhosis. 

She was treated by iodide of potassium, tapped 
three times more, and discharged, four months after 
admission, plump and well, free from all signs of cardiac, 
palmonary, or renal disease ; the urine, 1022, free from 
albumen or casts* 

Five months later she came back for examination, 
and was found to all appearance in robust health, with- 
out sign of any dropsy, kidney disease, or heart 
disease, the liver being felt as before just below the ribs. 
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Case III,^ — The next case shows the extended course 
of syphilitic cirrhosis in some JEstances, its first stage 
resembling that of an alcoholic atrophic Uver. A woman 
of forty-six was admitted to St. Mary's in 1885 for disease 
of the liver, supposed to be maUgnant ; great ascites and 
marked jaundice, which had lasted for six months; 
and rapid loss of flesh. The liver was greatly enlarged, 
hard, and somewhat uneven of surface, and it was 
tender. She was tapped, and given iodide of potassium, 
and went out apparently well; came in again the 
following year, was treated in like manner, and again 
went out in good general health. 

Two years later she was admitted for the third 
time, was again treated by paracentesis and iodide, and 
went out well. 

She remained under observation and free from 
ascites for five years more, when she had an attack of 
hsematemesis ; a year later the haematemesis returned, 
from which, and intercurrent erysipelas, she died. No 
post-mortem examination could be obtained, but the 
liver remained greatly enlarged and hard to the last. 

Case IV, — The next case which I have to bring 
forward is one in which the affection was purely alcoholic 
in origin. The patient, a publican, whom I saw in 
consultation on November 5, 1890, was a tall, power- 
fully built man : he had lost flesh, but was still some- 
what stout J and not cachectic in appearance. 

His abdomen was distended with fluid, measuring 
forty inches in circumference. The superficial veins 
were full and conspicuous. The liver was greatly 
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enliurged, the edge reaching to within three inches of the 
umbilicnB, its surface smooth— very hard— and slightly 
tender ; the legs were oedematous. 

The heart was not appreciably enlarged, the sounds 
regular, and free from murmur* The longs were 
normal, except for some bubbling riles at both bases. 
The urine was scanty, high-coloured, and contained one- 
quarter albomeD. No casts or blood could be found on 
microscopic examination. 

The account given by the patient was that he had 
noticed his abdomen steadily increasiQg in size for 
about six months ; his legs had only begun to swell 
during the last fortnight. He had never had rheumatic 
fever or any other serious illness. He had never had 
syphilis, nor was there anything suggestive of it. He 
attributed his illness to working in a damp cellar ; and 
the cellar was no doubt a factor. He acknowledged to 
drinking enormous quantities of beer daily — spirits 
only on occasion. 

It was agreed that paracentesis should be per- 
formed, and repeated as required. This plan was duly 
carried out. The distension usually returned again, so 
as to cause discomfort, iq two to three weeks. Para- 
centesis was performed nineteen times in all between 
November and the following July^ — ^a period of upwards 
of eight months — amounts varying from 580 to 
220 02. beiQg withdrawn. Iodide of potassium was 
given for some weeks as a measure of precaution- 
hut without good effect, and it was abandoned, and 
grey powder substituted for a time* No drastic purges 
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were given, the bowals being simply regulated by a 
mineral water. The albumen rapidly disappeared from 
the urine, after the first tapping, returning fitfully, 
from time to time, for short periods, with the increased 
pressure of reaccumulating fluid. The urine remained 
scanty — about 20 oz. only. 

Shortly after the eighteenth tapping, however, the 
patient, who had previously been lying on his back on 
bed and couch, got up and took a short drive and 
walk, to record his vote at an election* On his return 
home^?o5^ hoc or propter hoc — diuresis set in, and 
continued for some days, to the amount of 100 to 
120 oz. in the twenty *four hours. The fluid in the 
abdomen did not altogether disappear, and a nineteenth 
and last tapping was performed. After this there was 
no return of the ascites. The m.an*B health continued 
to improve, and when he called upon me a year after 
my first visit to him he was apparently hearty and 
well, except that the liver was large and hard as before. 
There was no sign of heart disease, the urine was 
normal. He was able to resume an active Ufe— he 
had remained a rigid abstainer. 

From that time I lost sight of him, but his medical 
attendant, to whom I am indebted for most of the de- 
tails of the case, tells me that the patient remained 
well, leading an active life, until about two years ago- 
a period of eight years in all — when he fell a victim to 
influenza peeunaonia. From the commencement of 
the first illness until his death, he had entirely abstained 
from alcohol. 
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Case V,— The next example of hypertrophic cirrhosis 
of purely alcoholic origin, with extreme ascites, is perhaps 
the moat satisfactory of all, since the subject surTives to 
this day^ — nearly twelve years after first coming under 
treatment. In this instance the patient was a married 
woman of thirty-two, admitted ieto St. Mary's Hospital 
for jaundice and ascites, in May 1888. 

She acknowledged to being a heavy drinker^of 
spirits chiefly — and on one occasion gave material 
evidence of it by coming to the hospital in a state of 
riotous intoxication. There was no history of syphilis, 
or suspicion of it. The woman was fairly nourished — 
not thin nor cachectic — although she stated that she 
had lost much flesh. Her face was covered with acne 
rosacea and venous stigmata, and she was jaundiced ; 
the abdomen was greatly distended. The superficial 
veins were full and tortuous ; the liver enlarged, 
reaching four inches below the ribs, extremely hari, 
smooth, or slightly granular. The heart-sounds were 
normal, the urine free from albumen. There was some 
CBdema of the ankles. 

The patient was tapped seven times in the course 
of the five months for which she remained in hospital, 
large quantities of fluid being drawn off. Iodide of 
potassium was given for a few weeks, but discontinued, 
si ice no improvement followed, and iron and digitalis 
substituted. After the seventh tapping the dropsy did 
not return ; and the woman went out at the end of five 
months apparently well, and so remained for five years. 
She, however, took to drink again, and was admitted 
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for the second time, in October 1893, in condition of an 
enormouB ascites. The abdomen measured fifty and a 
half inches, the liver was large and hard as before, 
distinctly felt seven and a half inches below the costal 
margin, as far as the nmbilicus, the hepatic dulness 
commencing above the sixth rib. 

The heart was normal ; the urine free from 
albumen. 

She was tapped twice^386 02. — and treated by 
iodide of potassium, for a short time, and then by 
diuretics. The latter failed to promote diuresis even 
after tapping. The ascites did not return, and she 
went out well in January 1894, three months after 
admission. 

She was admitted for the third time in 1895, 
tapped several times, and then discharged welL Ad- 
mitted for a fourth time in December 1896, and again 
w^ent out reheved by tapping. She was admitted for 
the fifth time December 1897, tapped and relieved, 
but, on account of the enormously distended flaccid 
abdomen, all the fluid could not be removed. She was 
supplied with an abdominal belt and directed to return. 

She failed to reappear, but was sought out and 
induced to come into hospital again in December last 
to complete the cure of her ascites, and this further 
tapping has been successfully done. She had remained 
m good health since her last visit two years ago. The 
following is her condition as ascertained December 
1899 — three months ago. The patient looks fat and 
well, except for some markiug of the skin of the face 
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from dilated vessels. The abdoBien is very large, 
flaccid, and pendulous from previous disteDsion, measur- 
ing forty-three inches. It contaius a conBiderable 
amount of fluid which the patient says has remained 
since the last incomplete tapping two yeai's ago. The 
liver is large and very hard, with a sharp edge six 
inches below the ribs ; it is therefore somewhat smaller 
than it was two years ago. The gpleen is apparently 
not enlarged ; the superficial veins of the abdomen 
conspicuous, but not distended. There is no oedema* 
of the ankles ; the heart is not enlarged, there are no 
bruits, the sounds and action normal. The urine is 
acid lithatiCj sp, gr* 1027, free from albumen and 
casts. 

The faeces are normal in appearance, and show a 
good amount of biliary colouring. 

The permanence of the hver enlargement, the pre- 
servation of nutrition, the absence of all signs of renal 
disease, or of heart disease, are notable. The case 
remains as an example of hypertrophic cirrhosis, due to 
alcohol, uncomplicated by any other disorder ; the 
patient surviving in fail* health up to the present time 
— ^twelve years since cirrhosis and ascites were first 
recognised. 

I may quote another example of alcoholic hyper- 
trophic cirrhosis with ascites which has for two years 
past followed a favourable course. 

The patient, a gentleman of forty-seven, was referred 
to me as suffering from Bright's disease and ascites. 
He was a broad-set, burly man, full-fleshed, his face 
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turgid, and he had some dyspnoea. The abdomen was 
highly distended with flaid, the veins of the surface 
being swollen and conspicuous. The liver was of great 
size, with flat, hard, wood-like surface, and sharp, un- 
yielding edge, extending four inches below the margin 
of the ribs; the legs and thighs were cedematouSp but 
there was no general anasarca, cedema of loins, or 
puffin ess of face. 

The heart was somewhat enlarged, the apex beat 
just outside the nipple line, and the area of deep 
cardiac dulness increased laterally to the right margin 
of the sternum. Its action was quiet and regular, the 
first sound somewhat short, the impulse not increased. 
A mitral bruit could be heard just over the apex. The 
pulse was 80, soft, regular, and of rather low ten- 
sion. The lungs were clear, except for slight basic 
catarrh. The urine was diminished in quantity, high- 
coloured, and very acid ; sp. gr. 1024 ; contained albu- 
men estimated at one- fiftieth. Careful microscopic 
examination revealed neither blood nor casts. 

The patient had indulged in alcohol habitually to 
great excess, up to the commencement of his LLlness ; 
having, as he told me, taken sometimes as many as 
twenty-fomr glasses of whisky and soda, or more, in 
a day. For the last eighteen months, however, ha 
had been a total abstainer. There was no history or 
sign of syphilis. 

The condition was clearly hepatic ascites, due to 
alcoholic cirrhosis, with some dilatation of the heart, and 
renal congestion, dependent upon the cardiac ai;d 
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hepatic lesions. In view of the great abdominal 
pressure and distress, I advised that paracentesis should 
be performed without delay. This was carried out 
by his medical attendant ui the couutrj^ and 300 oz. 
drawn off. The leakage continued for some time 
afterwards. Saline laxatives and digitalis were given 
internally. 

The effect of the removal of the fluid was remark- 
able. When I next saw the patient, four weeks after* 
wards, the abdomen was lax, but still contained some 
fluid ; the liver hard, and large as before, reaching to 
within one inch of the umbilicms. The csdema of the 
legs had almost gone. The area of heart dulness 
reached to mid-sternum. The urine was free from 
albumen, of sp, gr. 1021. He w^as akeady so active and 
free from dyspnoea, and so well, that he had been walk- 
ing about the streets,, and paid a visit to one of the 
public offices on business. His appetite was excellent, 
indeed exceptional, and be expressed himself as feeling 
perfectly well but for his remaining ascites. To sum 
up, he was subsequently tapped (four times more), the 
last time in August 1899, Since then the ascites has 
not returned, and the medical man under w^hose care 
he has been reports, in January of this year, that he 
remains active and w^ell in all i-espects ; the enlarge- 
ment of the liver, and the slight, local, mitral bruit 
bt ing the only marks of disorder. His weight is now 
upwards of fourteen stones* 

Such is the course of the case since it came imder 
ly personal observation. 
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The previous history, for which I am indebted to 
the kindness of the medical men under whose care the 
patient came earlier, is of great interest, since it throws 
light upon the relation of the cardiac, hepatic, and renal 
disorders to the present condition of a more simple 
hepatic ascites. 

In November 1897, a little more than a year before 
I first saw him, the patient came under the care of his 
medical adviser in the country in a critical condition, 
with great ascites, anasarca, albuminous urine, irregular 
pulse, feeble failing heart. He was tapped, and given 
digitalis, and he shortly recovered sufficiently to resume 
his duties away. He quickly broke down again, 
however, and in August 1898 came under the care 
of an eminent practitioner, who has kindly sent 
me the following account of his condition at that 
juncture : 

* There was a history of kidney disease, enormous 
anasarca, and ascites. The heart was greatly dilated, 
with a mitral bruit, irregularity of action, reduplication 
of first sound, and venous pulsation ; there were 
marked symptoms of uraemia. The urine had a sp. gr. 
of 1024, was highly albuminous, containing oily 
and epithelial casts. The liver was greatly enlarged. 
He was tapped nine times, to the extent of eighteen 
gallons and three pints, between August 1898 and 
January 1899. Various drugs were given ; digitalis 
was ill bonie ; but strophanthus, strychnia, and salines 
were distinctly beneficial,* 

It seems clear that in the first instance there was 
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great cardiac dilatation, and a congestive nephritis in 
addition to the cirrhosis and engorgement of the liver, 
the cardiac dilatation being dtie to the enfeeblement of 
the cardiac wall from alcoholism. The enlargement of 
the liver was dne, partly to alcoholic fibrosis, partly to 
engorgement from the heart state ; whilst alcoholic 
irritation, cardiac inability, and ascitic pressure were 
probably factors all engaged in the production of the 
congestive nephritis. With rest, abstention from 
alcohol, cardiac tonics, and the removal of external 
fluid pressure, all the disorders dependent solely upon 
temporary and removable conditions subsided, the heart 
contracted, the nephritis ceased, the general dropsy 
disappeared. The condition of the liver, however, 
depending, not only upon venous engorgement, but 
upon fibrosis also, could not be so remedied. The 
cirrhosis remained, and the ascites returned from time 
to time, until the development of vicarious circulation 
and the increased cardiac vigour eased the portal 
tension. 

That the course of events followed closely on these 
lines is shown, I think, by the immediate and great 
relief afforded by paracentesis, evidenced by the cessa- 
tion of dyspnoea, rapid subsidence of oedema of the legs, 
disappearance of albumen from the urine and of all 
signs of renal disorder. The dropsy in the last stage 
was not a general dropsy, due to cardiac and renal 
disease, but an hepatic ascites. 

The course of the disease in the preceding case 
suggests that cardiac inetSciency is sometimes an 
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important agent in determining the occurrence of 
portal dropsy in cirrhosis. 

I have now under my care at St. Mary's a man 
with extensive mitral disease and secondary tricuspid 
disease, and an enormously enlarged pulsating liver, 
who has very extensive ascites, but hardly any general 
dropsy. 

In speaking of the intercurrent ascites of mitral 
and tricuspid disease of the heart in the first lecture, 
I suggested that it might be due to the engorged con- 
dition of the liver, plus the moderate cirrhosis which 
follows on prolonged venous hyperaemia ; the addition 
of systemic obstruction to that of the fibrosis and 
capillary dilatation causing greater intravascular 
pressure in the portal veins than in the systemic, de- 
termines transudation in the portal area— a portal 
dropsy only, not a general systemic dropsy. 

Evidence was adduced from morbid anatomy proving 
how gravely the muscular structure of the heart is 
often affected by degenerative changes in cirrhosis. 

It is, I think, probable that in these cases of hyper- 
trophic affection, when ascites supervenes earlier than 
the fibrosis of the liver alone seems to warrant, the 
increased portal stagnation induced by heart dilatation 
and inefficiency, added to the cirrhotic obstruction, 
may be the last straw — the determining factor of 
peritoneal effusion. 

Two other cases which have come under my obser- 
vation lend support to this view. In 1894 I was asked 
to see a ycung fellow of thirty-two, a man in wealthy 
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permanently disappear^ as it does in the analogous 
condition of the ascites of mitral dropsy. 

There is another point, connected with this relation 
of cardiac inability and hepatic stagnation, which de- 
serves consideration. Is it not possible that this may 
explain in some degree, not only why in these cases of 
hypertrophic cirrhosis the liver remains large, hnt also 
why the fibrosis affects partly the finer branches of the 
interstitial tree — instead of the large tnuiks only as 
usnal in atrophic cirrhosis? The character of the 
fibrosis is certainly not determined by the nature of the 
alcoholic stimulant, as has been suggested — according 
as it is beer or spirits. It may be partly determined by 
degree of dilution — or concentration — ^of the alcoholic 
poison. In three of the four cases related, the patients 
were spirit drinkers — one only a beer drinker. 

The enlargement, moreover, is not due to fatty de- 
posit. My observations agree with those of Dr. Fnxwell,^ 
that fatty infiltration is no more common in the large 
than in the small hvers. The enlargement is probably 
due in part to chronic venous engorgement, and dilatation 
of hepatic venules and capillaries, such as is found in the 
nutmeg liver of cardiac cirrhosis. If the microscopic speci* 
mens of pure cardiac cirrhosis are examined, and compared 
With that of alcohoUc hypertrophic cirrhosis, it will be 
seen that the two conditions arc ahnost absolutely identi- 
caL There is the same mixed coarse and fine fibrosis, 
the same appearance of fresh formation of biliary ducts, 
the same enlargement. Moreover, it might well be 
' Enlarged Cirrhotic Liver^ BirmiDgliani, 1&96, p»20. 



PLATE X 

CIRRHOSIS OF THE LIVER, DUE TO PROLONGED VENOUS 
CONGESTION FROM TRICUSPID INCOMPETENCE 

The patient, a boy aged nine, was admitted for cyanosis, ascites, 
and breathlessness. 

He had an enlarged hard liver and large spleen. 

After a prolonged illness he finally died of acute tubercnlosis. 

Post-mortem, 

The pericardium was generally adherent, and contained 
calcareons plates. The tricuspid ring was rigid from chronic 
tubercular inflammation, and in parts of the ring there was caseous 
deposit. The liver was cirrhotic, and there was no evidence of 
tubercle in the substance. 

ExplcmaUon of Plate, 

A. Coarse fibrosis. 

B. Active cellular infiltration. 

C. Pseudo-duct. 

D. Liver-cells (fatty). 

E. Blood. 



PLATE XI 

CIBRHOSIS OF THE LIVER, DUE TO PROLONGED VENOUS 
CONGESTION 

(From the same case as Plate X under higher magnification) 

Explanation of Plate, 

A. Coarse fibrosis. 
A'. Fine fibrosis. 

B. Pseudo-ducts. 

C. Liver substance. 

D. Blood. 
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that in alcoholic cirrhosis with early enfeebled heart 
the effect of the alcohoUc poison would be especially 
felt where the blood stream is most . delayed, as the 
region of the hepatic vein in the lobule is approached, 
producing a fine fibrosis there; and that this region 
would escape when the heart factor did not come in, 
and a simple coarse cirrhosis only, with atrophy, in that 
case, result. 

Be this how it may, however, I believe that cardiac 
inefl&ciency, even when not advanced enough to disclose 
itself by the usual physical signs of heart disease, or a 
general dropsy, is a factor in the causation of the more 
acute cirrhosis of the enlarged alcoholic liver, and of 
the ascites which may a,ccompany it. 
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